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HE Minister of Health has, on many occasions, 
expressed unqualified approval of the work done by 
voluntary organizations to supplement the facilities 
offered by the National Health Service; not only has 
he encouraged those already functioning, but he has expressed 
his hope that such activities may be extended, until, for 
instance, every hospital—including those for mental patients 
—has its own League of Friends. 
Voluntary efforts should obviously be the true comple- 


‘ment to the services provided by statute; they can provide 


benefits of untold value for patients: and staff, but there 
should be no overlapping and the borderline between that 
which ought to be provided by the State service and that 
supplied by the voluntary bodies is a nebulous one. This 
need for a clarification of the dividing line is one reason why 
the 56th annual report of King Edward’s Hospital Fund for 
London, covering the year 1952, is such a valuable document, 
besides providing most interesting reading in the light of 
today’s problems. Not only what has been done, but why 
it has been done, is reported and explained so lucidly that 
the interest is immediately captured and the report is a joy 
to read. 

_An enlightened and informed attitude and a consistent 
policy is evident throughout the report. Those responsible 
for this important Fund rightly do not consider it as an 
undiscriminating distributor of largesse, and a special sum, 
apart from £100,000 at the disposal of the Distribution 
Committee, was allocated to enable applications for grants for 
purposes other than amenities to be examined. The report 
states: ‘In the great majority of cases the opportunity was 
taken to arrange informal visits by some of the senior officers 
of the Fund to the hospitals concerned and grants were made 
in the light of a full report upon all the circumstances. These 
reports were, of great value in enabling the Management 
Committee to gauge more accurately current trends in 
hospital practice and the needs of hospitals in various cate- 
gories. . .. To decide, in individual cases, whether an object 
18 an amenity or not is largely a matter of opinion. . . . The 
fact of the matter is that, at least at the present moment, an 
amenity is anything the hospital needs but cannot afford.’ 
A brief description is included of the very varied amenities 
and other projects for which grants have been made by the 
Fund, from sun-blinds for wards or a lecture room for nurses, 
to kitchen equipment, a hut for cinema shows, sick bay 
accommodation for nurses or a playground for a children’s 
hospital for long stay cases. 

In 1951 King Edward’s Fund financed an interesting 
experiment intended to reduce the waiting list of chronic 
patients in the South East Metropolitan Region and to reduce 
the demand for hospital beds by removing from the waiting 
list those whose need was due primarily to difficult domestic 
circumstances. By a visit to each individual case on the 
waiting list, it was found possible to arrange for various 
Services, whether statutory or voluntary, such as home helps, 
meals on wheels, laundry, shopping, sitters-up, etc., the great 
variety of which is not always known to the patient’s 
relatives or the general practitioners. 

In a number of cases utilization of these services made 
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admission to hospital unnecessary. A report on the first 
nine months’ work by the investigators showed that of the 
87 homes visited in September, no less than 37 patients had 
died or had recovered, or had been admitted elsewhere; 24 
could probably be kept out of hospital and only nine were in 
urgent need of admission. The nine months’ work proved 
that these waiting lists were badly inflated; of the 836 homes 
visited, 388 names could be eliminated entirely (for the same 
reasons as above); 133 required admission urgently; 205 
less urgently, and 110 could be maintained at home by using 
other services available. (In other words, these particular 
waiting lists could be almost halved.) The scheme was 
considered so successful that at the request of the Regional 
Board, the Fund financed it for a further year; and this lends 
added point to the statement recently published in the press 
that the Central Middlesex Hospital Group have a waiting 
list of 1,956, an increase of 225 over a year ago, necessitating 
a two-year wait for admission for some patients on the list. 
The Nursing Recruitment Service is one of the important 
activities carried on by the Nursing Division of the King’s 
Fund, and it is interesting to note that although hospitals all 
over the country experienced a decrease in the number of 
applications for training, the 4,705 new applications 
received by the Nursing Recruitment Service showed an 
increase of 35 over the previous year. Applicants whom it 
was possible to trace as having been actually accepted for 
training numbered 1,603 (as compared with 1,751), but 209 
others were guided to suitable pre-nursing or nursing employ- 
ment. The overall figures quoted for England and Wales 
show that the Recruitment Service had handled nearly 10 
per cent. of the student nurses coming forward for training 
during the year. The attitude of headmistresses to nursing 
continued to be encouraging but some had expressed 


The garden view of the pleasant house at Hayes Common, provided 
and equipped by the King’s Fund, for nurses needing long-term cave 
after treatment in hospitals in the London area. 
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disappointment that hospitals now drew to cadet schemes 
girls of 16 who could remain at school. In one approved 
pre-nursing course, one girl remained while seven others left 
to become cadets or junior trainees. 

Further developments in the work of the Nursing 
Division Staff College during the year are included in the 
report. It records that 69 ward sisters and staff nurses 
attended the three preparatory courses, and 20 sisters the 
senior course for ward sisters. 

A course of approximately 10 months, in preparation for 
the responsibilities and administrative duties of a matron’s 
post has also been planned after consultation with an 
advisory group under the chairmanship of Lady Mann. This 
Management Training Course for Nurses is to begin in 
September. 

Another outstanding event of the year was the com- 
pletion of the Costing Investigation undertaken at the 
invitation of the Minister of Health and now, of course, 
published and widely commented on. Its principal recom- 
mendation was that a departmental system of costing should 
be substituted for the existing subject analysis system. 


For the Greek Islands 


A GENERAL CALL has gone out for all Greek nurses who 
can be spared to proceed to one of the bases outside the 
earthquake area to which casualties are being sent, Patras 
being the principal of these centres. All Greek Red Cross 
nurses available have been mobilized to assist. Many offers 
have been received at the Greek Embassy in London from 
British nurses who have written or telephoned offering their 
services, but although much appreciated, it has not been 
found necessary to call on them. Immediately the extent of 
the disaster was known, the Greek army gave 150 tons of 
tinned milk for the babies and children, purchased by 
collections*among the troops. Help has been offered by 
almost every country in Europe (and many outside it), but 
the most substantial contributions have come from the United 
States and Great Britain. The British Red Cross have 
sent valuable medical supplies and British commercial firms 
have sent such gifts as sulphaguanidine, penicillin, plasma 
substitutes, bandages and surgical plasters. The Women’s 
Voluntary Services have offered a million garments and these 
are being flown out by the R.A.F. at the rate of about 30 tons 
aday. Many British and continental air lines are operating 
free air freight to fly out medical and other supplies. At the 
Greek Information offices in London many household gifts 
have been received but we understand that, from individuals, 
money is the most acceptable, as things which are most 
needed can then be bought in bulk. 


Doctors at C ardiff— 


AT THE British MEpIcaL ASSOCIATION annual meeting 
which opened in Cardiff on July 9, the proposal by the 
Chairman of Council, Dr. E. A. Gregg, ‘that His Royal 
Highness the Duke of Edinburgh, K.G., K.T., be elected 
as an honorary member of the Association ’ was acclaimed 
by the delegates. The Queen is Patron of the Association. 
During the succeeding days approximately 400 delegates, 
including doctors from America, Africa, Australia, New 
Zealand, the Far East, the Middle East and the West Indies, 
attended the usual business and scientific meetings and were 
entertained at a number of social events given in their 
honour. Many topical problems were included on the 
agenda; one motion expressed concern at the increasing 
litigation against doctors. Among the stands at the Scientific 
Exhibition arranged at Sophia Gardens Pavilion throughout 
the week,,our representative was glad tg learn, from the 
interesting student health exhibit, that nurses are catered 
for within the framework of the schemes operating at 
Sheffield and Aberdeen and that health visitors are medically 
examined in Cardiff. Dr. F. S. Cooksey, O.B.E., lent photo- 
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The Emergency Bed Service, the Catering Advisory 
Service. and important activities as regards convalescent 
homes and homes of recovery, are among the. numerous 
sections which continually challenge the reader’s interest and 
admiration. A most beneficent scheme for nurses is the plan 
for a home for those needing long-term care, after treatment 
in a hospital in the London area. A beautiful Queen Anne 
house at Hayes Common, Kent, has now been obtained by 
King Edward's Fund for this purpose. (This will be described 
fully in a later issue.) 

Those concerned in any way with hospital administration 
will appreciate the stimulating presentation of ideas in this 
report. Whether they be administrators, senior nurses, 
members of boards, management committees or Leagues of 
Hospital Friends, all will find inspiration for further improve- 
ments for their own particular service. The work of King 
Edward’s Fund is directly concerned with hospital services 
in the very extensive London area, but its value, scope, 
imagination and efficiency extend far beyond these 
boundaries and it serves as an outstanding example of a 
service complementary to the National Health Service. 






graphs showing what is being 
done at King’s College Hospital, 
London, in adapting a kitchen for 
the disabled housewife (see Nursing 
Times, June 13), formed part of an 
interesting exhibit of methods used in the rehabilitation of 
people with hemiplegia. The use made of health visitors by 
the Cardiff health authority in the care and after-care of 
mental health, cardiac, gastric, paediatric, asthma and 
diabetic cases and of premature babies was fully described 


in another section. 
—Public Health Session 


IT WAS SIGNIFICANT that much interest should have 
been aroused by a debate on the second day arising under 
Public Health, of which reports have already appeared in 
the medical press, following a motion ‘ That the Association 
welcomes health visitors as a means by which general 
practitioners may increase the help they give to their patients, 
and encourages health authorities to increase the number 
of health visitors, where necessary’. The motion was 
strongly criticized as being premature by a speaker from 
Glasgow on the grounds that there was not yet complete 
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co-operation between public health departments, the health 
yisitor service and the general practitioners, and that ‘‘ the 
health visitor went to a house without the knowledge of 
the general practitioner and did not report back to him ’’.* 
It was evident that members felt the health visitor should 
work under the guidance of the general practitioner. A 
suggestion that the Council be instructed to look into the 
whole matter was carried, the motion being amended 
accordingly. Of interest also to health visitors was the 
gession devoted to a panel discussion on Child Health at 
which the chairman was Professor A. G. Watkins, M.D., 
F.R.C.P.(Cardiff) with the following panel members: Professor 
W. C. W. Nixon (London); Professor Wilfred Gaisford 
(Manchester); Dr. E. Noel Rees (Llanelly) and Dr. Dorothy 
H. Aldis (Cardiff). We hope to publish in a later issue 
extracts from reports of this session, also that on The Health 
Visitor and the Family Doctor when the discussion was 
opened by Dr. Llywelyn Roberts of Sheffield, who said that 
there must be the closest relationship between family doctors 
and health visitors in exactly the same way as between 
general practitioners and district nurses. 


* Reported in full in B.M.J. Supplement ( July 18, 1953 pages 25-26). 


Remembering . . . 


THE ATTENTION of passers-by 
was attracted to the statue of , 
Miss Nightingale in Waterloo Place 
recently by a spray of carnations, 
gladioli, stocks and scabious, with 
a card bearing the words ‘In grateful 
memory of Miss Florence Nightingale 
on the 43rd anniversary of her | 
death’. It was placed there by Miss g@ 
E. M. A. Storrar, matron of the = 
Florence Nightingale Hospital, Lisson 
Grove, N.W.1., who was accompanied 
by three nurses from the hospital 
staff: Miss M. Paris, theatre sister 
since 1947; Mrs. B. England, 
N.Z.R.N. and Miss L. Pocock, S.R.N., fig 
who trained in New Zealand and @ 
Australia respectively and have come 
to gain further experience in nursing 
in this country. Miss Nightingale 
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became first Lady Superintendent of the hospital on August 
12, 1853, when it was situated at No. 1, Upper Harley Street, 
and this yearly act of remembrance is sponsored by the 
chairman and members of the committees of the Florence 
Nightingale Hospital, which celebrated its centenary in 
1950. There, Miss Nightingale had some of her earliest 
experience of dealing with committees, a fact to which lively 
teference is made in letters quoted in Sir Edward Cook’s 
biography. It was at this period, which immediately 
preceded her setting out for the Crimea, that she took the 
step, so painful to her family, of leaving home and thus 
winning the freedom which made possible her later career. 
The hospital which now bears her name operates independ- 
ently of the National Health Service to provide medical and 
Surgical treatment for women patients who cannot afford 
high fees and do not wish to enter the general ward of a 


large hospital. 
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Stoke Mandeville Games 


On Juty 8, the second international (and sixth annual) 
Sports Festival for the Paralysed was held at Stoke 
Mandeville Hospital, the Ministry of Pensions National 
Spinal Injuries Centre near Aylesbury. All the competitors 
were paraplegics, and included teams from Canada, France, 
the Netherlands, Israel and Finland. Archery, javelin- 
throwing, and a most exciting netball final were contested 
from wheelchairs with amazing skill and vigour. Silver 


a 
+ 





Paraplegic competitors in the archery coniest during the second 
International Games for the Paralysed held at Stoke Mandeville 
Hospital, Bucks., the National Spinal Injuries Centre. 


trophies and sweet-peas adorned the prizegiving table, the 
Central Band of the Royal Air Force played, and the flags of 
the competing nations flew in the breeze of a hot summer’s 
afternoon. The Centre’s new swimming pool was officially 
declared open by Mrs. D. J. Walley, chairman of the Royal 
Buckinghamshire and Associated Hospitals Management: 
Committee, Aylesbury, and a swimming demonstration and 
competition by paraplegic competitors followed. Telegrams 
of good wishes were received from the Prime Minister and 
from many friends at home and overseas. The Minister of 
Pensions, the Rt. Hon. D. Heathcoat-Amory, O.B.E., M.P., 
paid tribute to the work of Dr. L. Guttmann, O.B.E., Director 
of the Centre, and said the afternoon was “‘a demonstration 
of what the human spirit can do, where there is pluck, grit, 
tenacity and inspired guidance’. Miss Pat Hornsby-Smith, 
M.P., Parliamentary Secretary to the Ministry of Health, 
presented the trophies, and said it was a real thrill to a 
spectator to see so many patients who had overcome their 
disabilities not only playing the game, but “playing a jolly 
tough one’. Dr. Guttmann, in conclusion, expressed his 
gratitude to his “splendid staff’, without whose enthusiasm 
he did not think they could have had such an excellent 


afternoon. 
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The Psychological Approach to the 
Orthopaedic Patient’ 


by M. E. BARNES, S.R.N., O.N.C., Diploma in Nursing, University of London, M.Ms,, 
Principal Sister Tutor, Royal National Orthopaedic Hospital, Stanmore. 


F we stand in a ward in any orthopaedic hospital and look 
around at the patients, be they children, adolescents or 
adults, we surely think that ‘ our mortal frame touches 
the mind to tears’. 

As we intend to approach our patient through his mind 
we must understand that though the mind is temporal— 
which means that it exists in time—it is non-spatial. The 
mind is, for the purposes of study, divided into three compart- 
ments or states: 1. the conscious mind; 2. the subconscious 
mind; 3. the superconscious mind. 

The conscious mind is alert during our waking hours. It 
maintains guard over the subconscious mind and is said to 
be the seat of intellectual activity, of thought, feeling and 
of consciousness. 

The subconscious mind is sometimes known as the dark 
pit of protection, for into the subconscious mind pass by a 
mental process known as repression, emotions and memories 
which are intensely painful to us. Once these emotions and 
memories have been safely tucked away in the subconscious 
mind, we no longer have any conscious awareness of their 
existence; but they may give rise to conflict in this section 
of the mind, and this in turn may affect the behaviour of the 
person concerned, or may cause recurrent dreams or, again, 
give rise to neuroses. Some of these buried emotions and 
memories remain forever cloistered in the subconscious mind, 
but others may be encountered later on during our life and, 
though they have once been repressed, if we then face them 
they are resolved, thus clearing some of the clutter from the 
subconscious. Should the problem to be faced exactly 
resemble that which is already lying in the protected part of 
the mind, we are inclined to try to turn from it in order to 
avoid facing the issue, but it must be faced or it will add 
to the dark confusion of hidden emotion. The conscious 
mind carefully guards the subconscious so that we are not 
brought face to face with our buried pain during our waking 
hours, because such an encounter would probably rock the 
foundations of our sanity. A deliberate unloading of the 
subconscious mind should only be undertaken by a psychiat- 
rist who is qualified for such work. 

The superconscious mind maintains touch with the 
infinite. It is the seat of higher thought. We are, at 
times, successful in grasping thoughts from the higher 
plane, but the flow from superconscious to conscious mind 
is definitely interrupted by a cluttered subconscious. 


Study of the Mind 


We have said that the mind is non-spatial. How then 
can we hope to study so nebulous a part of the human 
organism ? We can know another person only by studying 
his outward behaviour or reactions to environment. The 
first step in this study is to ‘ know thyself ’, and this must be 
a painful process, for few of us really wish to know our- 
selves. Indeed we are inclined, when delivering judgement 
on a fellow human being, to place ourselves in the light and 
the other in the shadow so that our virtues are thrown up 
against the light and our faults are hidden, whereas the 
other’s faults show up in sharp relief while his virtues are less 
obvious. We often excuse our inexcusable behaviour in this 
field by saying ‘I am that which I am’. Would it not be 
wise to remember, when endeavouring to form a true picture 
of our fellows, that were we not guilty of certain faults 
ourselves we should not recognize their existence in another ? 

* Lecture given to the orthopaedic nurses and physiotherapists 
refresher course at the Royal National Orthopaedic Hospital, 
Stanmore, Middlesex. 


It would be well to keep in mind the maxim produced by John 
Bunyan ‘ There but for the grace of God go I’. 

As we can only know others and read a meaning into 
their reactions in the light of our own experience, our field of 
study is narrow and limited and we are apt to falsify and 
misread our fellows because of our own experience limitations, 

The psychology of hand movements proves an interesting 
study, and also, when understood, gives as true a guide as 
any to a person’s real state of mind when faced with certain 
circumstances; for example, ‘I am not afraid ’—no fear is 
shown in the face or in the bearing of the body, but look at 
the shaking hands. 

We recognize behaviour patterns in others only if we have 
some experience of that same pattern ourselves; for example, 
weeping is not always indicative of grief, it may be caused by 
joy, frustration or relief from anxiety, but unless we know 
the scope of weeping and have experienced some of its many 
aspects we can only presume that a person who cries is 
unhappy. 

I propose to divide the study of the psychology of the 
orthopaedic patient as follows: 

1. The child disabled from birth. 

2. The adolescent disabled from birth. 

3. The adult disabled from birth. 

4. The adult who began life normally and who became 

disabled due to accident or illness. 

During this study we shall follow the child’s development and 
note the influence of home environment upon hospitalization, 
We shall then study the adolescent and adult in like manner. 


The Child Disabled from Birth 


The development of this child will depend upon his 
environment, endocrine pattern, intelligence, social] influence, 
human relationships and the social code of living which is laid 
down by his particular section of the community. It is said 
that a child who is produced by normal birth is born with 
an inferiority feeling which remains with him throughout his 
life. He feels inferior because he is so small and helpless and 
so alone, in a big, buzzing, noisy world. In addition to this 
inferiority feeling, a child who is born with difficulty will have 
an attendant fear which may result in recurrent dreams of 
drowning, or in neuroses when the child reaches adulthood. 

The child born with a deformity or disablement will start 
off at a disadvantage because he will already possess the 


‘ latent seeds of an ‘ organ inferiority ’. 


An organ inferiority may be described as a very strong 
inferiority feeling, which is caused by a deformity of the 
organism. A child who suffers from an organ inferiority needs 
special understanding and wise handling, otherwise the 
following states may result: resentment; aggression; 
introversion; apathy; anxiety states; neuroses; hostility; 
day-dreaming; inferiority complex. 

The mother-child relationship is vastly important to the 
disabled child, who will need most careful handling during 
the process of suckling, weaning, toilet training and mother- 
ing. The mother herself will probably suffer from a feeling of 
‘guilt’ at having produced a deformed child, and this may 
result in rejection or over-protection of her offspring. The 
child himself will have a strong feeling of rejection if he is 
weaned badly or too quickly. Toilet training should neither 
be neglected nor its importance overstressed. Morbid 


interest in the bowel found among some adults may be traced 
to overstressing the importance of its function in childhood. 
Every small child in the formative years fears separation 
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from his source of protection, warmth, food and clothing, to 
wit, his mother. This feeling is doubly strong in the case of 
a disabled child. If the fear of separation from the mother 
has any foundation in reality, it will result in a deep sense of 
insecurity in the child’s mind. The spoiling or over-protection 
of a disabled child will accentuate a sense of self-importance, 
until the child thinks that he is ‘ God’s own gift to the world ’. 

The result of good handling during the years of early 
development will produce a child who feels secure, wanted, 
loved, confident and happy, while mis-handling gives rise to 
a sense of insecurity, unhappiness, abnormal shyness, deep 
fear, resentment and bitterness. 

The foundations of adolescence and adulthood are laid 
during early childhood, and if these foundations are cracked 
and inferior in quality the final structure will be of poor 
character. 

The disabled child has the same basic drives as the 
physically perfect child. These are the need to eat when 
hungry; the need to drink when thirsty; the need for 
protection, warmth and comfort. When considering warmth 
and comfort, the question of clothing the child arises, 
Children desire to emulate their fellows: the herd instinct 
being strong and the ‘ individual ’ having not yet appeared, 
they prefer to dress like all the other small people in their 
group. Tight clothing and that which is drab or odd accord- 
ing to fashion, if worn by a child in whom the inferiority 
feeling is already strong, will produce a still deeper sense of 
inferiority accompanied by a conviction of insecurity and 
inadequacy. The influence of both parents will cause him to 
identify himself with them and he will leave the home to 
attend school a miniature prototype of his mother and 
father. It is then the duty of his teachers to draw forth his 
personality and to help him lay the foundations of his 
individuality and character. 


Family Relationships 


The advent of other children will always affect the first 
child profoundly, particularly so if that first child is disabled 
and those which follow are normal. The elder child must 
learn to share, first his parents’ love and then his possessions. 
A jealous reaction is bound to occur when a child whose sense 
of property is strong is expected to give away part of some- 
thing which has hitherto belonged to him in its entirety. 
Jealousy is a strong destructive emotion which may pass 
from a perfectly normal reaction to a deeper sentiment, and 
become a dangerous complex, if it is not dealt with in the 
early stages. It must be understood that there is a vast 
difference between being jealous of an object or person and 
jealous for the same. The first emotion being destructive 
and the second constructive. 

Two instincts are outstanding in a disabled child. They 
are the gregarious or herd instinct and the aggressive or 
fighting instinct. 

The formation of love and hate sentiments takes the 
usual course. The child who tends toward introversion will 
know the heights and depths of feeling and emotion connected 
with these sentiments, while the extroverted child will 
experience only likes and dislikes. The disabled child, like 
any other, will in time choose the master sentiment which 
will form the hub of his life.. This may be love of God, love 
of self, love of beauty, love of money, etc. 

The emotional cycle will pass through the usual phases 
of narcissism or self-love, followed by love of mother, and then 
love of father. When very young, a child is unable to embrace 
both mother and father in his love life, so that he vacillates 
between the two. This often gives rise to emotional disturb- 
ance between mother and father, who do not understand the 
child’s swinging emotions. The child himself at about the 
age of five years is capable of serious love affairs with other 
children, during the course of which he may even propose 
Marriage. Later he veers toward his own sex and is inclined 
to scorn the opposite. Then follows the age of the grand 
passion, which is all part of normal emotional development. 
He then seeks his mate and eventually reaches emotional 
maturity if the course runs smoothly, but if circumstances or 
environment prove unfavourable at any time during the 
emotional cycle, development may halt at any one of the 
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given points. Should the halt occur at the first stage the 
person concerned will always be in love with himself or 
herself. The woman who is in love with herself tends to 
overdress to a degree, and this tendency, combined with 
complete selfishness, provides a hallmark of narcissism. 

The personality of the disabled child will become a cloak 
which he will don to face the world and to cover his organ 
inferiority. Personality itself may be integrated or harmon- 
ious, or again it may be complex or dual. It is possible for 
one person deliberately to disintegrate another’s personality 
through mental cruelty, and if this happens too often, the 
person concerned is unable to piece together his shattered 
personality, so that in consequence he becomes a useless 
member of the community. 

Since temperament is the mental attitude to life 
determined by physical condition, the disabled person will be 
of difficult temperament. 

Disposition is described as an attitude to life determined 
by the instinctive tendency which dominates all others, for 
example, a person may be of a gregarious or aggressive 
disposition. 


Self-Regard 


At the age of four years a child will set up an ideal self 
or person whom he wishes to be. He usually sees himself 
in the early years as a ‘ jolly fine fellow’. The ideal self will 
form his conscience and from this will emerge his self-regard. 
The basis of a strong character is a strong self-regard. 

The influence of parents and the family upon any child 
is of immense importance, but the disabled child is more 
deeply influenced by these relationships because of his 
vulnerability which is the outcome of a strong innate 
inferiority feeling. 

Family relationships may be greatly distorted so that 
the unfortunate child finds adjustment to living most 
difficult. In some cases the fault may lie with the mother, 
who, because of her own feeling of guilt at having produced 
a distorted or incomplete person, will be convinced that her 
child needs fierce protection from outside influences. In 
order to do this she will devote all her time and love to her 
child with the result that the emotional adjustment between 
mother and father is unsatisfactory. The father will become 
jealous of his own child who, in turn, enters into a phase of 
insecurity and unhappiness, the repercussions of which will 
cause difficulty in adjustment to life. 

The over-protected child learns to expect complete and 
absolute devotion from his mother, and as adolescence 
advances this may give rise to conflicts. The adult produced 
by this environment may well be an ill-adjusted neurotic. 

The parents of a disabled child may refuse to acknow- 
ledge that their offspring is not physically fit, and neither 
they, nor he, will discuss his limitations. When this child is 
eventually brought face to face with his deformity outside the 
family circle he is bound to receive a severe psychological 
shock which may result in a twisted mind. 


Parents’ Reaction 


Some parents feel bitterly disappointed when their child 
is born with a physical disability and they are inclined to 
reject him because of his limitations. This child will become 
well aware of the rejection at an early age and will strive to 
please his parents and gain favour in their sight. Thus 
striving he enters a state of conflict and frustration where he 
is torn desperately between the desire to please his parents 
and his inability to perform the tasks he sets himself. Unless 
he is removed from this painful environment he will lose his 
self-respect, and his personality will become completely dis- 
integrated. The disabled child himself finds adjustment vastly 
difficult in a family where there are several physically 
perfect children. Feelings of jealousy exist between both 
parties and these may be particularly painful to the child 
who has a strong gregarious instinct, if he is rejected by his 
brothers because of his disability. 

Home environment can be entirely satisfactory to a 
disabled child if he is understood, cared for, and mentally 
stimulated, in an atmosphere in which it is possible for him 





to develop emotionally and physically without hindrance. 

To combine the care of disabled and normal children in 
one family is extremely difficult but not impossible. On the 
one hand the child must be made to realize his limitations, 
but on the other he should in no way be made to feel impor- 
tant or different because of his disability. 


Entering Hospital 


The reactions of a disabled child to the environment and 
personnel in hospital will depend largely upon his home 
environment. Whether the patient is a child, adolescent or 
adult he will enter hospital with trepidation because he is 
facing an unknown situation. Even if he has been a patient 
before, he will still experience a tremor of fear—like the friend 
of a patient who said: ‘‘ Coo, you got to go to ‘orspital ? 
Don’t you never go there, ducks. You never comes out like 
what you went in, and when you ain’t looking they cuts bits 
out of you to stick in them bottles they keep!” Even if in 
future the path from the gate to the ward is lined with flowers 
and pretty receptionists, the patient still remains the same 
and will, I think, still feel fear upon entering the unknown. 

The emotional life of man is dealt with by the hypo- 
thalamus, which is, in its turn, closely associated with the 
pituitary gland, the ‘leader of the endocrine orchestra’. 
Disturbance of the hypothalamus affects the body, and 
disturbance of the body affects the hypothalamus. If to pick 
a daisy sets up vibrations which disturb the stellar universe, 
how much more violent will be the disturbance within the 
small enclosure of the body when certain emotions take 
control—for example, fear of the unknown? Because of the 
close association between the emotional control centre and 
the endocrine system, emotions are bound to alter the 
endocrine pattern, with the result that the individual’s 
temperament or mental attitude to life will undoubtedly 
undergo change. The change is noticeable when the patient 
enters hospital, because he is called upon to face the unknown. 

Have you ever seen an artist settling down to paint a 
landscape ? He fixes to his easel a small frame through which 
he intends to view his subject. By looking through this frame 
he limits his world to a small picture, the better to concentrate 
on his actual choice of scene. I think the hospital places a 
frame around the patient’s life and world, albeit a temporary 
one, for when he enters hospital he views life in a concentrated 
manner so that the small things which in normal daily living 
fall into line, in hospital gain importance out of all proportion 
—thus his interest in his bed, bowels, food and possessions 
becomes almost an obsession in his small world. 

When the disabled child enters hospital, he will suffer 
the initial emotional shock, but his general reactions to the 
new environment will depend largely upon his home environ- 
ment. If he comes from a large family, he is no longer an odd 
one among several normal children, but is one of a crowd, 
the members of which he understands and who will under- 
stand him. This gives him a feeling of ease and of oneness 
with his surroundings, and his adjustment is usually unevent- 
ful and easy. He will be happy among those whom he 
understands and who understand him. His toys will no 
longer be broken by jealous brothers and he can join in games 
which are planned for his needs; he also continues his general 
education in a favourable environment. He is no longer 
subjected to gibes and enters a peaceful oasis. This child will 
probably become very attached to his surgeons, nurses, 
physiotherapists and teachers and will feel grateful for their 
sympathetic understanding. He is happy and presents no 
problem. 


Adjustment 


The child who has been the centre of devoted attention 
at home will find the wrench of parting from his mother very 
painful, and his adjustment to hospital conditions will be 
protracted and difficult unless he finds a‘ mother substitute’. 
The danger of the substitution is very real, for the person who 
takes his mother’s place temporarily may become possessive 
of the child and may resent the mother’s visits, so that a new 
jealous situation is formed and the child vacillates emotionally 
between his two objects of adoration. This results in an 
emotional frustration from three angles: the mother resents 
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the intrusion of the nurse upon the affection of her child; the 
nurse looks upon the patient as her particular charge and 
resents the interference of the mother in her duties, which she 
feels she alone is capable of discharging satisfactorily; 
the child himself is in a state of emotional conflict ang 
frustration—his adjustment will, therefore, be difficult in the 
extreme and he will react unfavourably by becoming sullen, 
or aggressively noisy and difficult to manage. 

The psychological growth and reactions of normal and 
disabled children must be studied and understood by all who 
intend to devote their time to caring for them, for if the child 
is mis-handled dangerous repercussions may result in adult life 

The adolescent is learning to be an adult, and none of us 
are perfect while we are learning. The emotions of a 
person between the ages of 13 and 18 years are finely 
balanced, so that he may be very mature in some ways but 
easily regresses into childhood when faced with difficulty, 
He is probably asking himself: ‘Who am I? What am I? 
Why am I here ? Where am I going ?’ 

The difficulty of adjustment is much greater if the 
adolescent is a patient in hospital; and points to be re- 
membered when dealing with this patient are, firstly, that 
he is striving to grow up in an abnormally small world, and, 
secondly, that he is struggling with both emotional and 
physical upheavals in the ‘ eye of the public ’, so to speak. 

Having already studied the disabled child, we have a 
clear picture of the difficulties which will be met with when 
dealing with an adult disabled.from birth. The adult patient 
needs encouragement and help, for some of the natural 
normal phases of life may be impossible for him, depending 
on the extent of his disability. For instance, marriage and a 
family may be denied him, it may be impossible for him to be 
entirely self-supporting or again he may have to depend toa 
certain extent on others for bodily care. The type of work 
which he is anxious to do may be beyond him, in which casea 
‘ second best ’ choice is his lot in life. 

It is essential for the nurse to understand her patient's 
state of mind in order that she shall expend the right kind of 
understanding, sympathy and help. To give much obvious 
sympathy is a bad move on the nurse’s part, the patient will 
show resentment and will cease to accept her help. It is 
important to know the right type of help to give these people. 
The nurse must learn to watch her patients, to feel for them 
and to know their minds. Most important of all, she must 
never destroy their self-respect by tactless handling, but 
rather restore and foster this integral part of the patient’s life. 


A Particular Problem 


The adult who began life normally and perfectly formed, 
but later became deformed because of disease or trauma 
presents his own particular psychological problem. In order 
to understand his difficulties a study may be made of a 
particular patient. 

An ambitious young man of 26 years, and a promising 
member of the police force, is happily married and has two 
small children. Life seems full of promise; he is happy and 
doing well at the work he has chosen. Unfortunately he 
contracts anterior poliomyelitis. At first, he is too ill to 
realize the severity of his condition, but after three weeks he 
begins to think of the future; it is then that he faces the 
extent of his paralysis, for he is paralysed from the waist 
down. 

The patient is transferred to an orthopaedic hospital 
where treatment aims at restoring his activities as far as 
possible. He feels keenly his inability to control and care 
for his bodily needs, and wonders sometimes if he will ever be 
fit again. As he is independent by nature, his forced de- 
pendence upon the nursing staff is hard to bear. His mind is 
often occupied by thoughts of his wife, his home and his work. 
He wonders where it will all end. There seems no way out, 
no satisfactory solution to his problems; but still he hopes 
that one day he will be able to walk again, and all will 
be well. 

During this stage of emotional and psychological up- 
heaval, while his self-respect is tottering, he needs sympathetic 
understanding plus practical help. As time progresses he 
realizes fully that he will never be able to resume his former 
occupation, that he will always be dependent upon mechanical 
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aids to enable him to walk, and that although he is able to 
look after himself he must choose another career. 

His disappointment will probably be devastating at 
first, and it is at this stage that his character may change— 
for bitterness and resentment can so easily scar his mind 
irreparably. He will need constant help and encouragement 
from those in contact with hinr during this time of readjust- 
ment. He will probably despair, enter fits of deep depression, 
become violently bad-tempered or may appear boorish and 
ungrateful. The blow to his pride and self-respect is deep and 
bitter. His ambition, his independence, his future seem to 
be swept away by circumstances beyond his control. 

It is not easy to understand the mind of another unless 


THE STORY 
OF FRILIT 


by M. A. DUNCOMBE, S.R.N., 
RS.C.N., S.C.M., and E. M. 
WEBB, S.R.N., S.C.M. 


HIS is an account of a year and a half of a little 
boy’s life, during which time a severe attack of 
tubercular meningitis left him doubly handicapped, 
yet completely happy and full of confidence in his 
surroundings, the world and its people. Though this child 
is now both deaf and blind, even his own grandmother can 
say of him: ‘‘ My word, what a fine cheerful boy he is!” 

The interest in Philip’s story—which is of no particular 
medical importance—lies in the fact that despite his 
tremendous losses and handicaps, he has remained cheerful 
and secure, with complete trust in others, full of affection 
and faith, showing none of the psychological disturbances 
one might naturally expect as a result of his shattering 
experience. Philip’s own will to carry on, and his keen 
sense of humour, have helped much in his restoration to a 
full life, but he owes a good deal to the nurses and teachers 
in whose special care he was during his illness and recovery. 
They have shown a wonderful spirit of refusal to give 
in. Intuitive handling, much common sense, love and 
determination have done the rest. 

As Philip had suffered from tubercular glands of the 
neck since the age of four and a half years, he had not yet 
attended school when he was taken ill with tubercular 
meningitis at the age of six years. Following admission to 
a local hospital, he had the usual treatment, but response 
was unsatisfactory, and after three months Philip was 
transferred to Guy’s Hospital with a view to neurosurgery 
to allow for intraventricular streptomycin therapy. On admis- 
sion he was semi-comatose, greatly wasted and incapable of 
moving himself. There was bilateral optic atrophy, and 
deafness “was suspected. Eight days after admission an 
operation was performed to catheterize the right lateral 
ventricle. 

Apart from muttering a few words from time to 
time, Philip showed little sign of any mental process and he 
remained in this condition for approximately six months. 
But neither doctor nor nurses would give up hope. Day 
after day he was given toys to hold, beads to roll between 
his fingers and familiar objects to touch. Though it often 
seemed that he would never again take any interest in life, 
there was at last some sign of reaction. He began to play 
with the toys and to recognize his teddy, a dog and a ball. 
Later he was given small mechanical toys which he tried 
to push along on the bedclothes. Soon he made good use 
of his sense of touch, using also his lips and tongue like a 
baby; then at last recognition and speech seemed to link 
up once more and Philip spoke the first sensible words after 
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one has passed through the same or a similar experience, but 
there lies within us all an innate sympathy and deep feeling 
for those in trouble or in need. We must do our utmost to 
feel for the patient who is so badly in need of help, and to 
proffer that help in a sympathetic but practical way. 

I should like to finish with a text from the Book of 
Isaiah, ‘I will go before thee and make the crooked places 
straight.’ Whatever our service in the orthopaedic world, I 
feel that our patients turn to us with outstretched hands 
asking for help. Not only should we strive to make the 
crooked places straight for them in a physical capacity but 
we should also give of our understanding in the mental and 
emotional fields. 


1. A Ward Sister’s 


study of a deaf- 
blind child. 


a silence of nearly one year. Miss Webb described her 
impressions of Philip’s gradual recovery as follows. 

“Philip became part of my working-day in the middle 
of September 1951. He was then no longer acutely ill, 
although at that time he was still lying flat on his back 
and had very little contact with the world around him. 
When he left the ward eight months later, he was a happy 
boy, full of vigour. During these months I had seen him 
develop into a lively boy by the help and encouragement 
of many people, but especially of his own individual nurses. 

In September 1951 Philip was still a bed-patient. 
He was just getting over a phase when his only occupation 
had been to tear up anything of which he could get hold. 
His bedclothes had suffered badly, and he was still using 
the old sheets and blankets that sister had had to get 
especially for him. By now the acute illness was a thing of 
the past, and we began to encourage him to help himsel 
more. At first, our efforts did not meet with great apprecia- 
tion; for example, when we tried to prop him up with 
pillows, he pulled each pillow out of its case and threw 
it out of the cot. If we were around, we threw it back; 
gradually it became a game that incidentally helped to 
strengthen his muscles and was immensely popular with 
both patient and nurses. After a few weeks he tired of the 
game and used the pillows for their proper purpose. 


Increased Movement 


The next step was a rope pulley which we tied to 
the bottom of his cot, and soon he could pull himself up to a 
sitting position without any help. Then he began to pull 
himself up by holding on to the side bars of the cot, 
till a little later he could move around quite well. He would 
crouch on all fours and make ‘ woof-woof’ noises and call 
‘ Look, nursey, a doggie.’ 

Gradually he thought of moving himself down to the 
bottom of the cot and dangling his legs through the bars— 
great fun, this! He had begun once more to explore the 
world. 

When he became more stable, he progressed first 
to a padded leather chair which was secure and steady, 
and later to a small wooden armchair. Presently, as he 
gained confidence, he was happy to sit on any type of 
chair. Our early attempts to get him on to his feet were met 
with bouts of ill-temper, but in time he became dissatisfied 
with sitting all day, and pulled himself up to his feet with 
delighted shouts of ‘ look nursey !’ at each new achievement; 
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he soon tried to walk, holding on to the cots and other 
stable pieces of furniture. Then one day he took about six 
steps without holding on atall.. . 

One of our problems was his incontinence of urine 
and faeces. It worried us—but how could we teach him ? 
We took him to the lavatory, at first carrying him; we 
offered him urinals and bedpans—all to no avail. For 
months this remained an unsolved problem, till we started 
a really rigid routine. During the day he was offered a 
urinal every hour, shown where it lived on his locker and 
rewarded when he used it. At night he was wakened four- 
hourly and the same routine carried out. If, when he was 
offered the urinal, he was in a wet bed, we would put his 
hand in it and he was quick to realize no one liked it. 
Gradually he grasped the idea and used his urinal with 
great glee, proudly showing his nurse when his bed or trousers 
were dry. Of course, we let him know we were pleased, 
and he had a hug and a kiss (always his favourite way of 
expressing praise). One day he caused great amusement 
when he was seen to coax his teddy bear to use the urinal. 
Eventually he was quite clean, and if he had strayed from 
his locker with no urinal at hand the nearest receptacle was 
used: most useful were the stainless steel bowls we kept 
beside the wash-basins with nail brushes in them. He would 
take out the brush, use the bowl, empty it down the sink 
and put it back in its usual place—not hygienic, perhaps, 
but showing great ingenuity. This desire to learn was a 
great feature in Philip’s character. 

From the time he first started to get about, other 
children’s toy bags had an infinite interest for him. He 
would explore their contents, then armed with the toy bags 
of his choice make his way round the ward. Occasionally 
when the rightful owner objected, there would be a fight 
but usually it was easy to straighten this out. 

This intarest in things around him helped a lot 1n his 
recovery. A psychiatrist and a psychologist, for instance, 
were delighted with his avid interest in all they showed him 
on their visits. Two people visited him regularly and helped 
in his re-education and teaching: Miss F., a psychologist, 
and Mrs. H. (a former staff nurse of the ward). They 
taught him to thread beads (finding the hole with either 
his fingers or his tongue), to hit hammer-pegs accurately, 
and to mould plasticine. Anything done well was rewarded 
with a sweet. They had great patience with him and he 
loved their visits. 

Philip progressed quickly from the early days of 
complete feeding to being able to feed himself with any- 
thing and to sit at the table with the other children; when 
given a cupful of milk, he could pick up the cup, drink the 
milk, and put the cup back on the locker, with no assistance 
and without spilling a single drop. 

His interests and mobility in the ward now assured, 
we tried him outside. At first we took him down to the 
hospital grounds where he was most interested in everything 
he came across. A special treat that became a routine was 
to march round to the hospital shop and, handing over his 
money, say ‘Ice-cream, nursey, please’. Then came the 
day when we took him outside the hospital—on a train 
in fact. It was a delightful escapade. Every few yards 
he would feel the ground to decide where he was, then 
carefully dust his hands. The train was a great success 
and he demanded the ticket to give to the collector. Outside 
the station we met a dog and Philip was most excited. He 
stroked and patted him and was quite enchanted when the 
dog licked him. We wanted to move on and made Philip 
realize this by taking his hand and waving it. He soon 
understood, and called ‘ Bye-bye, doggie’. Slowly—so 
much to feel and wonder about—we made our way out of 
the station and went home by taxi. 

In May 1952, Philip was to be admitted to a special 
school for deaf-blind children. A great shopping expedition 
was planned and carried out most successfully. Sister and 
Miss F. took him in a car to a big store and bought a complete 
outfit of clothes. He was very thrilled with everything, but 
his raincoat was his greatest pride. 

When the great day came, Philip had his usual bath, 
and was dressed in his new clothes. He appreciated immed- 
iately that something special was going to happen: ‘ Look, 
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nursey, aren’t I nice?’ Armed with a suitcase and confj- 
dently holding sister’s hand, he left our ward, walking with 
almost perfect assurance. We were sorry to lose him—he 
was such a wonderful boy—but we knew that he would be 
loved at school and that he was well on his way to conquering 
the remaining difficulties of a deaf-blind boy.” 

Philip has now been at his school for almost a year and 
has spent two holidays, full of excitement and adventure, 
at home with father, stepmother and toddler brother. The 
teachers find the boy’s enthusiasm and resourcefulness a 
stimulating influence on the other pupils, and in their own 
difficult work. He knows his way around independently, 
has made friends with all and sundry, and enjoys school 
life which, including the buildings, is modelled on ordinary 
home life. The educational specialists are impressed by 
the wealth of his residual speech. He no longer calls all 
female adults ‘nursey’ or all men ‘dad’. Recently he 
has begun to lip-read with the help of his fingers which he 
uses for touch. He is one of the trusted ones who can usefully 
help with even such delicate tasks as the washing-up. 
Despite his young age, Philip has shown us how to conquer 
tragedy and remain secure, happy, confident and affectionate 
against all reasonable expectation. 

[The Story of Philip will be continued by the psychologist in 
the issue of September 5.] 
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SOCIETY AND THE NURSING PROFESSION; An 
Introductory Sociology.—(by James M. Reinhardt, Ph.D., 
with contributions by Paul Meadows, Ph.D. (W. B. Saunders 
and Co. Limited, 7, Grape Street, London, W.C.2, 17s. 6d.) 


This book, excellent as is its endeavour to tie up sociology 
with nursing, seems geared, as is natural, less to the needs of 
our student nurses than to the needs of the American student 
who, so often, either has a degree before she starts her training 
or is taking her training at a school affiliated with a university, 
Much of the material relating to both normal and abnormal 
psychology is at university level and might not be of great 
value to our students. For example, a discussion, elementary 
as it seems to those versed in analytic theory, on the hostile 
feelings which a nurse may feel towards her patient in 
response to his anger towards her, seems, to this reviewer, to 
be dangerous in the extreme and likely to create problems 
with which the student doing her general training is ill 
equipped to cope. For the student doing mental! training 
the book, in this respect, will be of greater value. 

The section of the book which deals with ethical and 
cultural factors in modern living is excellent. The student 
should have her interest in marriage and the family increased 
and may well be motivated to consider the seven ages of man, 
from birth to senility, at a deeper level and more qucstioningly. 

From time to time in the book the British reader is made 
very aware of the lack in the United States of a unified 
social service structure, as when, on page 43, the comment Is 
made that ‘lack of income and lack of economic resources 
gives rise to whole complexes of worries and anxieties where 
there is no social provision to protect the individual and his 
normal dependents against economic disaster’. Blessed 
indeed are we who are able to enjoy the benefits of the 
welfare state, despite its weaknesses. In this respect it is 
interesting to note that the authors, who are obviously 
anxious for further widening of prepaid insurance schemes for 
medical care, apparently feel that nursing care should be 
included in such insurance, especially home nursing. We in 
this country are already very aware of the value of home 
nursing as a way of dealing with the bed shortage in our 
hospitals and as a national economy, and it is interesting to 
find in this respect, as in so many others, how little different 
are the problems of our two countries. 

One is struck once again by the contradictions in the 
United States in relation to a ‘nationa’ health service. While 
oa the one hand the American Medical Associat.on is breathing 
fire and brimstone over the whole idea, vowing that such @ 
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gervice will sap the initiative of the American people, an 
important committee of nursing and medical persons is 
quoted in this book as saying ‘the Committee believes that in 
addition to voluntary effort, governmental assistance is 
necessary for adequate distribution of health services.’ 

One of the great lacks in nurse training here has seemed 
to this reviewer to be in the area of helping the nurse to 
become aware of her patient as part of a larger unit, the 
family or perhaps also the community. The chapter on 
The Sociology of the Patient, on illness as a situation to which 
the patient must be helped to adapt, is in the main good, but 
again one wonders whether it would not be somewhat over 
the heads of those who have not previously had courses in 
psychology. ; 

The attempt to clarify the team approach to the care of 
the patient is good and could well have been enlarged upon 
further. In this country one often feels that the nurse, 
partly through her own fault, has let herself become the hand- 
maiden of the doctor rather than his colleague—she works for 
Dr. So-and-So, not withhim. From this reviewer’s experience 
of American hospitals and nurses the same cannot be said 
across the Atlantic, and further discussion of this team 
approach could have been very helpful to us. 

By and large this is an interesting book (though not 
written with the care one might have expected, for there are 
several statistical errors and contradictions), and it is particu- 
larly good where it deals with problems of which the nurse 
is likely to have first hand experience. It does tend, however 
to try to cover too much ground and many of the areas into 
which it enters, such as social institutions, problems of child 
welfare, juvenile delinquency, crime and the use of health 
resources, are so vast and confusing that such dipping as the 
student will do in her training is more likely to confuse than 


to enlighten her. 
C.C., Psychiatric Social Worker. 


A HANDBOOK OF PAEDIATRICS FOR NURSES IN 
GENERAL TRAINING.—by M. Jackson, S.R.N. 
(H. K. Lewis and Company Limited, 136, Gower Street, 
London, W.C.1, 9s.) 

In the preface it is stated that this book is written to 
supplement textbooks on general medicine for nurses, rather 
than in connection with paediatric books. This is a difficult 
task to undertake in a pocket-sized 100-page book. 

The book is comprehensive in its range of subjects, but 
as there are already adequate paediatric books to which the 
general nurse can refer, it would perhaps have been more 
justifiable and useful if the author had described in greater 
detail the nursing care and management of sick babies and 
children. Chapters 3 and 4 on the care of babies and children 
promise well in this respect and the description of the care of 
a child during a convulsion is practical and sound. In 
subsequent chapters on common medical, surgical and 
orthopaedic conditions, however, many opportunities are 
missed in relation to, for example, the infinite patience and 
initiative required to persuade a child with pink disease or 
coeliac disease tou eat and the care needed to protect him from 
secondary infection while in hospital; the care needed in 
giving drinks to children with broncho-pneumonia without 
exhausting them; the careful technique of feeding required 
for babies after operation for congenital pyloric stenosis; the 
nursing care of the child with spina bifida. 

It is unfortunate to find such misleading statements as, 
for example, that asthma ‘is characterized by..... 
expiratory stridor........ ’ It is also misleading to 
describe the primary tuberculous complex as: ‘ not dangerous 
in itself but there may be serious complications ’, without 
emphasizing the important observations which the nurses 
should make in order that the first signs of these serious 
complications will be reported. Bie 

With regard to coeliac disease, the cause is given as 
being ‘ thought to be due to impaired absorption of fat in 
the small intestine’. But modern research has revealed 
that the disease is due to an intolerance of the protein 
contained in wheat flour and this is the reason for the (wheat) 
starch free diet now given to these children and referred to 
by the author. 

Readers will find many controversial points in such 
descriptions as those of the treatment of children with otitis 
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media and with umbilical hernia. The introduction to 
Chapter 8 on Routine Procedures is most apt but in the 
subsequent description of procedures there is an omission of 
any reference to the danger of fire and explosion in the man- 
agement of an oxygen tent. Also in this chapter there are 
controversial points such as the use of blankets for making a 
steam tent. 

There are many spelling or printer’s errors, and the 
style is sometimes spoilt by a lapse into one of a note-taking 
type, by the use of abbreviations and by not using the 
definite article before nouns such as ‘ doctor’ and ‘ nurse ’. 
It is most distressing and regrettable to read that the ‘ T’ 
splint used for the preparation of the baby for Rammstedt’s 
operation should be referred to as a ‘ crucifix ’. 

It is doubtful whether the adequacies of this little book 
balance its many inadequacies as a textbook for student 
nurses. 

K.M.B., Diploma in Nursing, University of London | 


NURSE AND PATIENT san Ethical Consideration of Human 
Relations.—by Evelyn Pearce (Fabey and Faber Limited, 24, 
Russell Squave, London, W.C.7, 10s. 6d.) 

The jacket of this book states that it is a study in human 
relationships, but the actual title gives a better description 
of the contents of the book. It is indeed ‘an ethical con- 
sideration of human relations’ a consideration of the right 
conduct, responses, responsibilities of the ‘good’ nurse in 
relation to a patient; as such it is a useful book for matrons, 
tutors, and ward sisters in their teaching capacity; and for 
parents, aunts, god-parents, to give to the young nurse or 
the student to be. 

In describing the ideal nurse, Miss Pearce sets a standard 
of selfless devotion to a chosen cause and enhances the picture 
by assuming that everyone in the nursing and allied pro- 
fessions will think, feel and behave with at least the same 
concern and consideration for other people that she requires 
from the nurse. Such stress on the moral and spiritual 
aspects of nursing may be welcomed by many in these days; 
some young student nurses may well be further inspired in 
their vocation, some may wonder if they will ever achieve 
such a standard, others may be discouraged by the dis- 
crepancies between the theory and the practice of their 
daily experiences. 

The chapters in the section The Patient are very valuable 
and will be readily appreciated by all those interested in the 
patient asa person. Miss Pearce has succeeded in integrating 
modern ideas and recent trends with much that has proved 
useful in the past; she makes it plain that nursing is not 
necessarily concerned only with the sick, but that health is 
the goal and that every aspect of the service for health can be 
the nurse’s concern. It is a pity however that Miss Pearce 
does not carry through her very obvious interest, under- 
standing and feeling for people to a more realistic approach 
to such emotional problems as suicide. Ethically speaking 
suicide may be, as Miss Pearce says, ‘wrong’; that knowledge 
alone, however, does not help the patient or the nurse with 
their own feelings, wishes and difficulties in such a situation. 
She mentions counselling for nurses as a possible way of 
helping nurses with their personal problems, an idea from 
the United States that might well be given further thought 
by responsible people in this country. 

As a book of ethics, this production is certainly to be 
recommended—the profession, however, still awaits a clearly 
written explanation of the whys and wherefores of ordinary 
human feelings and behaviour, the understanding of human 
relationships, of which this book gives but one small facet. 

D.W., S.R.N,. 


Books Received 


Fifty Years of Medicine.—by Lord Horder, G.C.V.O., M.D., 
F.R.C.P. (Gerald Duckworth and Company Limited, 5s.) 

Proceedings of the Fourth International Congress on Mental 
Health, Mexico City, December 11 to 19, 1951.—edited by 
Alfonso Millan, M.D. (H. K. Lewis and Co. Lid., 30s.) 

Expert Committee on Professional and Technical Education of 
Medical and Auxiliary Personnel. Second Report.—World 
Health Organization Technical Report Series No. 69. (Her 
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WARD AND DEPARTMENTAL SISTERS 


Meeting and 
Conference 
in Birmingham 


Miss M. L. Leavesley 
addressing the conference 
with, seated, Dr. J. W. 
B. Douglas and Miss W. 
Holland. 


HE annual meeting of the Ward and Departmental 

Sisters Section was held by kind permission of the 

matron, Miss K. E. Mapes, and the Board of 

Governors, at the General Hospital, Birmingham. 
Miss Holland, chairman, presided and said the annual 
meeting and conference was an event to which they all 
looked forward. She then welcomed Miss L. J. Ottley, 
President of the Royal College of Nursing, and called upon 
her to address the members. 

Miss Ottley said that she would like to take the 
opportunity of assuring her audience, on behalf of the 
Council of the College, of how much they appreciated the active 
work of the Section. ‘‘ We are often told ’’, said Miss Ottley, 
“that the ward sister is the backbone of the hospital; she 
also has skilled hands, tireless feet and keen eyes, a wise 
tongue and a sympathetic and understanding mind and 
heart |” 

She hoped they would get together to plan in a 
constructive manner the training and preparation of nurses: 
“‘ otherwise we shall find others planning for us—and perhaps 
not as we should like. We must formulate our ideas on the 
health service and nursing in general; we must also reinforce 
and do everything we can to strengthen our own organization, 
the Royal College of Nursing.” 

Miss Ottley went on to say that, in her view, staff 
nurses and student nurses paid far more attention to the 
ward sister’s words than they did to those of the tutor or 
the matron, so that the ward sister could do far more than 
any other group in the profession to maintain and enhance 
the strength of the College. 


Hospital Job Analysis 

The subject of the conference which took place after 
the annual meeting was the Nuffield Provincial Hospitals 
Report on the hospital job analysis, but as it was felt that 
this was too wide a subject to be considered in the time 
available, the conference confined itself to the section 
comprised in pages 126-147 of the Report, which it was felt 
most especially concerned the ward sister. 

Brief but most interesting addresses were given during 
the morning on the subject by Miss A. M. D. Leslie, matron, 
West Middlesex Hospital, Isleworth, and a member of the 
Job Analysis Advisory Panel; Miss M. L. Leavesley, ward 
sister, The Hospital for Sick Children, Great Ormond Street, 
W.C.1; Miss M. A. Dawson, ward sister, Royal National 
Orthopaedic Hospital, Stanmore, and Dr. J. W. B. Douglas, 
member of the Job Analysis Advisory Panel. Section 
members and guests later adjourned for the Section’s annual 
luncheon, and met again in the afternoon for group discussion 
on the points arising from the speakers’ addresses at the 
morning session. 


* * * 


Miss A. M. D. Leslie, the first speaker, said: ‘‘The subject 
of this conference is the Report on a job analysis—The Work 
of Nurses in Hospital Wards—but I am sure you will forgive 
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me if I also refer frequently to the report of the Working 
Party on the Recruitment and Training of Nurses. The two 
reports are closely related although different in approach 
and content, and the former cannot be studied without 
reference to the latter. 

When the job analysis report was published, many 
people were inclined to say ‘What is the use of all these 
reports? Does anyone take any notice of them? What 
happened to the Working Party report published in 1947 ? 
Did it cure the shortage of nurses or stop the wastage ?’ 

I recently re-read the summary of the main conclusions 
of the Working Party report and would like to remind you of 
some on which action has been taken. 

No. 77. In the introductory period of the course 
(referring to training) the student should be made aware of all 
fields of nursing, and of what the community does to promote 
health. (This has been given stress in the revised syllabus 
of training for student nurses.) 

No. 20 The finance of nurse-training should be inde- 
pendent of hospital finance. (This was put into practice 
recently.) 

No. 29 In each region there should be a regional nurse 
training board. (The Area Nurse Training Committees have 
been set up.) 

The responsibility for action in these cases was outside 
our province as ward sisters and matrons. But the report 
we are to discuss today is of a different kind and the action to 
be taken on it is not only in our province but is our 
responsibility. 

We are faced with two main problems in our work—how 
to give the best nursing care to our patients and at the same 
time the best training to our student nurses. How does the 
job analysis Report help us to solve these problems ? 

Before we consider these problems, however, I should 
like to underline in your minds certain aspects of the Report. 
After the publication of the Working Party report in 1947, 
the Nuffield Trust pointed out to the Minister of Health 
that the principal shortcoming of the report was the absence 
of the necessary data for an adequate answer to the question 
‘What is the proper task of a nurse?’ The Trust recom- 
mended ‘That a complete job analysis of the work of the 
whole health team be undertaken in order to provide an 
essential foundation of long-term policy’—the Trust later 
assumed the responsibility for initiating such an analysis. 

At the outset of the undertaking doubts were expressed 
by nurses as to the advisability of using industrial methods in 
assessing nursing work. I hope that close study of the 
introduction to the report and the report itself has removed 
any remaining doubts. May I remind you that job analysis 
is essentially fact-finding by close observation and the clear 
and accurate recording of those facts. 

From the beginning there was no doubt in my mind 
that it was essential that the team of observers should not be 
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, to enable the recording of the facts to be completely 
‘ase and uncritical. Other criticisms have been aimed 


gt the choice of hospitals and the small number of wards 


observed, but the number was limited by time and money. 
During the past two years many have wondered why the 
was taking so long when the actual work of analysis 
started in January 1949. The Report itself gives no real 
indication of the volume of work involved in its preparation. 
‘The advisory panel had the privilege of seeing this work and 
of reading it—and themselves hold some of that evidence. 
The information gained by the observation was supplemented 
questionnaires and by diaries kept by ward sisters of 
their own work over a set period. You will appreciate the 
difficulties experienced by the sisters in trying to keep an 
accurate account of work done in the course of a day. In 
most cases the sister had to think back over an hour or more 
and try to assess how long each of her various tasks had 
taken her. This method of recording inevitably leads to 
jnaccuracies—but nevertheless the diaries were studied by 
the team and their material used in the Report as seen in 

ndix V. 
~~ Since the publication of the Report it has been said by 

a number of people ‘there is nothing new in this—we 
know all that’, Do we know it all? If we do, and have 
done nothing whatever to alter matters, surely that is an 
indictment against us. But do we really know it all? Let 
us examine our knowledge. 

It has been stated repeatedly that nurses do a great 
deal of domestic work but the Report shows that in 26 wards 
of 12 hospitals, nurses spent only 17 per cent. of all time 
observed in domestic duties. The question of whether even 
17 per cent. is too much is a matter for individual hospital 
study. Again it has been said repeatedly that the ward 
sisters cannot find time to teach students or nurse patients 
because of the large proportion of their time spent with 
medical staff. Yet the Report shows that time spent with the 
doctors was only from 0.7 to 3.8 per cent. of the total work 
of the wards and averaged only 29.5 minutes per bed per 
week. A very surprisingly small period of time. It would 
appear therefore from the comparison of these two items 
alone that our knowledge of what is being done in our wards 
and hospitals may not be very accurate. 


Facts and Conclusions 


We have here a factual report. How are we to use it ? 
Let us study some of the facts, first in relation to some of the 
main conclusions of the Working Party Report. That 
report states that nurses in training must be accorded full 
student status so far as the intrinsic requirements of nurse 
training permit. Also that the course of training must be 
dictated by the needs of the students and not by the staffing 
tequirements of wards. Yet the job analysis team found, 
three years later, that student nurses are students in name 
only and that as they comprise more than half the ward staff 
their training needs are subordinated to ward needs. 

Let me remind you of some other conclusions: 
4, That the pattern of the ward routine is determined by the 
satisfaction of the physical needs of the patient and of the 
organization and routine of the other hospital departments 
and staff. The former cannot be altered. 
5. That the average length of the patient’s day is from 5 a.m. 
to 10 p.m. and that there is little opportunity for undisturbed 
fest within that period. 
6. That the morning peak period of work causes an un- 
naturally early start to the patient’s day. ; 
7. That the amount of work expected of the night nurses, in 
preparation for the morning peak period, is beyond their 
ys if the patients are to be awakened at a reasonable 

our, 


8. That there is little time available to the nurse to enable 

her to establish human contacts with the patients and 

telatives. 

16. That full use is not at present being made of the grade of 

ward orderly. 

19. That the amount of time spent on the teaching of student 

nurses within the ward is negligible. : 
The job analysis Report tells us exactly how our nursing 

and domestic staff are spending their time and then asks us 





these questions—Are you making the best use of your staff ? 
Can you re-arrange the working day to make better use of 
the staff available ? Can you make more and better ‘use of 
other ancillary staff to leave nurses more time for real nursing 
duties? Are all routine duties absolutely necessary? Can 
you re-arrange ward equipment to minimize movement ? 
The team did not attempt to answer these questions because 
it was not their function to do so. 

The advisory panel have taken the initiative by making 
observations which appeared to them to be worthy of 
consideration for controlled experiment and trial. The facts 
reported by the job analysis team can be proved—but the 
interpretation of the facts can differ. 

If this conference can find workable answers to these 
questions posed by the team and commented on by the 
advisory panel, and then put the answer into action, 
we shall go far in proving the value of the Report and in 
solving some part at least of our staffing problems. 


* * * 


Miss M. L. Leavesley, the next speaker, took as her 
subject The Need to Relieve the Strain on Ward Staff at 
Peak Periods of the Day. 

“There will be no dissension from this statement’’, she 
said. ‘‘If the problem were a simple one we should think of 
two main ways of tackling it: 1. flattening the peaks b 
doing certain tasks at other times; 2. increasing the staff 
coping at the peak periods. But our problem is complex and 
at the centre is a sick human being whose needs must be met 
as they arise. The Report shows clearly that the regular 
peaks are greatly influenced by basic nursing which in turn 
conforms with the basic needs of a healthy individual. 

Referring to page 90 of the Report the graph showing 
the ward activity rises steeply at 5 a.m. and is level until 7 
a.m. and the real peak comes between 7 and 9 a.m., then a 
sharp downgrade and another peak up to 1 p.m. There is an 
odd peak from 2-4 p.m. followed by a little lower plateau, 
shall we call it, until 8 p.m. and then work tails off again. 
The early morning peak is bounded by the time of wakening 
the patient and by the time at which the ward must be opened 
to other staff. In most minds it seems that the latter is the 
fixed one and that the patient must be awakened early 
enough for the work to be.completed by 9-10 a.m. It is 
often said that the ward must be opened then because of 
doctor’s rounds, but I am not sure it is fair to blame them 
entirely. Do we really want the cleaning of the ward to go 
on so much longer? The patient feels much more settled 
once the cleaning is finished, however great the bustle of 
other jobs around him, and there is a good deal of technical 
work to do after 10 a.m. as the graph shows. 

We are all keenly aware that the patient should not be 
awakened so early. If the night nurse were to be given less 
to do she would not need to start so early—what would be 
the point ? We should consider the nurse rather as a night 
watchman and keep her work to absolute essentials. Of 
course, considerable numbers of patients have to be wakened 
at 6 a.m. for drugs, treatments, preparations and investiga- 
tions. These people may be unable to get to sleep again and 
will like to be washed and made comfortable. We do know 
of the patient who has been sleeping badly and is delighted 
to have these things done, and he may gain an hour or so’s 
refreshing sleep after. 

If we decide to follow this suggestion of minimum work 
for the night nurse we have raised the 7-9 a.m. peak, not 
flattened it. What about the other remedy for a simple 
problem I mentioned earlier ? Obviously more people coping 
would help. It is no good my saying ‘get more staff’ for we 
know that available woman-power will be less in the next 
few years, so we must use what we have to the best advantage. 
I have no personal experience of the straight shift system 
but there are a few figures given in the report. In one 
hospital the night and day nurses’ duties overlapped by half- 
an-hour only, but in two others it was from 7-8 a.m. In my 
experience of the split duty system the overlap is only from 
7.30-8 a.m. and this gives a false impression because the 
first 5-10 minutes is taken up by the reading of the day and 
night reports to the day nurses and the last 10 minutes by 
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Leamington Spa now 
provides treatment 
under the National 

Health Service. Good 
results have been 
obtained, especially 
with spastic and 


polio patients. 


=, t 1 waters or drink tea Above: a Vichy douche uses'up to 300 gallons of water. 


i 
‘ beatin eee 


Above: @ 15-year-old patient who cannot enter the 
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WARD AND DEPARTMENTAL SISTERS SECTION 
MEETING AND CONFERENCE (continued from page 845) 


the night nurses reporting to the sister. It occurs to me that 
if the sister came on earlier the reporting could be done 
together and so save a little time! The benefit from an 
hour with a large team working would be great—but if we 
have the day nurse on duty at 7 a.m., when do we replace 
that half-hour ? 

Part-time nurses would be valuable at this period but 
in many instances they cannot arrive as early as7 a.m. The 
same problem occurs with the domestic workers. Do you 
notice the peak is from 8 to 10 a.m. ? It seems a late start. 
Is it because they are not available early or because they can- 
not start in the wards until beds are made and breakfasts 
given ? 

With orderlies it is often the same. I think it 
more difficult to get them in early than the domestic workers 
in my own experience. Labour-saving devices such as 
suction cleaning, also a separate room for treatments, are 
valuable measures. 

Another source of help suggested by the Panel was the 
use of those nurses ‘in the block’ as we say. My first reaction, 
as a ward sister, is to say ‘And why not’? But my tutor 
colleagues raise their hands in horror. Reluctantly I must 
agree with them, but always hope for help in a dire emergency 
from this source. I should add that it is given, in such 
circumstances, 

The hour at which the doctor may start his round is 
another problem, for how would they get through their work 
if they started much later than 9.30 or 10 a.m.? The time 
spent by nurses with consultants is highest in the morning. 
As these facts were obtained from a variety of hospitals it 
must be more usual practice for a round to be in the morning. 
I know a number of consultants’ rounds are done in the after- 
noon in my hospital. 

I must just comment on one statement in the report 
which gives me a feeling of slight annoyance: ‘It is abundantly 
clear that attendance upon the medical staff is regarded as 
the ward sister’s prerogative’. I understand that ‘prerog- 
ative’ means a right or privilege arising from one’s rank. 
Indeed I do consider it a privilege to attend the medical 
staff, but it is more than that. Surely the ward sister knows 
more about the patient as a whole than anyone else and is 
best equipped to receive instructions regarding him. 

In the afternoon period I was surprised to find a peak 
from 2 to 4 p.m. In the breakdown of the work one sees the 
peak is due to basic nursing..... Reading the Report one 
finds it is a fact that washing and bedmaking start then in 
a great many instances. I think I am as troubled by this 
situation as by the early morning waking. No wonder our 
patients complain they have no peace all day, arid who wants 
a last wash and the bed made between 2and4p.m. It is 
difficult to think of any way of altering the evening routine; 
I seem to hear less about this period than any other. 
Obviously additional staff at this time is the answer, but 
again, part-time nursing and domestic help is difficult to 
obtain here, due sometimes to the reluctance of the hospitals 
to pay overtime for evening and split duties and sometimes 
to the inconvenience to the workers. 

Let us not be discouraged by the constant re-examination 
of our problem with little result. That is the way of the 
world. Consider the repetition and the hard work that has 
gone before such achievements as splitting the atom, break- 
ing the sound barrier and reaching the top of Everest. Why 
not similar achievements to mark the Elizabethan era, in 
the problems of the nursing profession ?” 

* * * 


Miss M. A. Dawson said: ‘‘The ward sister realizes that 
a hospital is a place where a sick person should have the 
right kind of medical and nursing care to meet his needs. 
Also, to fulfil these needs, people must be trained to take over 
when we, the present generation, retire. But, what often 
worries a ward sister is that at times the needs of the students 
seem to take priority over the needs of the patient. 

Members of Mr. Goddard’s team are to be congratulated 
and we have a valuable document to consider. The Report 
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says: ‘the time that is spent on nursing a patient is not 
necessarily synonymous with the time that ought to be spent.’ 
This could be taken in two ways—that we ought to spend 
more time nursing each patient, or Jess. What is the quality 
of one against the other? Because there were no experienced 
ward sisters in the team or on the advisory panel, the quality 
of the duty done could not be assessed. 

The principle behind real nursing is not necessarily a 
succession of planned procedures. Take, for example, bed- 
making, which the report quotes as a ‘basic’ need. Some types 
of bedmaking could be considered under basic care as des- 
cribed—but many patients require their beds to be made a 
special way, which would come under technical care. A 
patient can only maintain a given position if he is comfortable 
in that position, and it requires skill and experience to acquire 
the art of this. 

We do know that the amount of time spent in preparing 
a patient in the past before an operation was performed is not 
really necessary. The taking of a patient’s temperature, 
pulse and respiration twice daily has been criticized. While 
this may be valid in some conditions which require care in 
hospital over a long period, even this has its uses. 

The patient says that we do not spend enough time 
with him, or tell him about the things he wants to know, for 
example, why we are doing one or other type of investigation, 
how a treatment will help him, or why a 100 per cent. co- 
operation is required of him especially when it is something 
he dislikes. Do we spend over-much time on what we think 
necessary and squeeze out what the patient thinks n 
to him as an individual ? Also, is this the duty of the nurse, 
or should the doctor be responsible ? 

I do not find that the 9 a.m. to 5 p.m. day of all the other 
professional people in the hospital team is a bad thing. In 
fact I look forward to the evening period as a quiet one 
compared to a morning or afternoon session. The patients 
must have visitors, and if all periods were used for visits to 
the physiotherapy and other departments the patients would 
miss their visitors. If all the ward staff are on duty in the 
morning, with half off in the afternoon and the other half off 
in the evening, it is less of a complication than staggered 
treatment periods, and many workers get extra pay for split 
duties. 

Our critics must remember that we never have the last 
say in things as they are done today; for example, on the 
whole, hospital administration always rebounds back on the 
ward team, and an appeal for help may bring the reply that 
one must manage somehow because no extra help is available. 

On long-term policy we need ward sisters on the education 
committee of the General Nursing Council, on the Area 
Nurse Training Committees, and on all hospital or group 
committees or boards dealing with pre- or post-certificate 
nurse training. In this way experienced people can offer 
suggestions for problems facing us for which only those who 
have to work them out can have a satisfactory solution. 

There is one final question I would like to ask you. 
What are we to give up in order to have more time to super- 
vise personally the student nurse? Each ward sister could 
ask her matron and medical colleagues to set aside one ward 
to try out ideas such as the group-assignment method of 
nursing care.” 

* * * 


Speaking about the application of the principles of 
method-study to nursing duties, Dr. J. W. B. Douglas said: 
‘“ The job analysis Report was not intended to be a blueprint 
for the nursing of patients in wards; it underlined many of 
the important problems, but left the solution of them to the 
profession, pointing out that . . . ‘ The need for conserving 
the skill of trained nurses demands that the possibilities of 
increasing efficiency by a careful study of method, equipment 
and ward design should be taken seriously, both by hospital 
authorities and by nurses themselves in planning their own 
work.’ in other words, it is hoped that the objective and 
observational approach used by the job analysis team will be 
adopted by the profession as a whole when viewing their own 
problems. 

In reading the Report and in listening to the previous 
speakers many of you may have wondered what relevance the 
study had to your own problems. Surely, you may have 
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’ T. Bartholomew’s Hospital meet The Middlesex Hospital 
for the final of the Nursing Times Tennis Cup at 
Z St. Charles’ Hospital, Ladbroke Grove, on Thursday, 
@ September 3, at 2.30 p.m. Dr. Michael Ward, a member 
, of the Everest team, will present the Cup. 
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said, my own problems are quite different from anybody 
else’s—how can the study of a small number of quite different 
wards help me? The answer is that there is much less 
difference between the problems encountered in different 
wards than one would have expected, for the reason that 
about 70 per cent. of the nursing of patients is concerned with 
their comfort and well-being, irrespective of the diseases they 
are suffering from. 

Recently I have had the opportunity to examine 
the ward sheets which were kept by the sisters of 120 
wards and which Miss Grant Glass has been studying. It is 
clear that the needs for basic nursing were relatively constant 
in the same ward from week to week, and also that the 
variation in nursing needs between these 120 wards was small. 

It would, of course, never be seriously suggested that a 
job analysis should be done for all wards in the country; but 
the account of the ward sisters’ diaries given in Appendix 5 
of the Report suggests an alternative approach. The inform- 
ation obtained from these diaries agreed very closely with 
many of the findings of the job analysis report, and I have 
no doubt that if the staff of a ward were asked to keep a 
diary of their work within the ward for a series of short 
periods, for example, one day a week for seven weeks so that 
all days of the week are covered, the ward sister would have 
a valuable source of information for examining the efficiency 
of her staffing and ward organization. 

The most valuable result that this Report can have is to 
stimulate discussion between ward sisters. By talking to 
each other you will find that many of your problems are 
common ones and that many different attempts have been 
made to solve them. It is through pooling your varying 
experiences that the best solution will be arrived at,” 





PRIORITY FOR WAR PENSIONERS 


Hospital authorities throughout England and Wales 
have been reminded by the Minister of Health, Mr. Iain 
Macleod, of the Government’s pledge that war pensioners 
will get priority at all hospitals of the National Health 
Service for treatment of ‘accepted disabilities’ after the 
transfer of functions of the Ministry of Pensions to the 
Ministry of Health on August 31. The custom of the 
Ministry of Pensions of providing, in so far as practicable, 
private accommodation for ex-officers requiring in-patient 
treatment for accepted disabilities will be continued in 
National Health Service hospitals. The Ministry of Pensions 
hospitals which as from the end of the month will be adminis- 
tered directly by the Ministry of Health are: Chapel Allerton 
Hospital, Leeds; Chepstow Hospital, Chepstow; Mossley 
Hill Hospital, Liverpool; Dunstan Hill Hospital, Gateshead ; 
Queen Mary’s (Roehampton) Hospital; Rockwood Hospital, 
Llandaff, Cardiff; Leopardstown Park Hospital, Blackrock, 
Co. Dublin. 

Two Polish hospitals, at Penley, near Wrexham, 
and at [scoyd Park, Whitchurch, will also be taken over, as 
will the units at Queen Alexandra Hospital, Cosham and 
Musgrove Park Hospital, Taunton, and the National Spinal 
Injuries Centre, Stoke Mandeville Hospital, Bucks. It is 
contemplated that facilities in these hospitals will increasingly 
be made available to other patients, but special care will be 
taken to ensure that the interests of pensioners are safeguarded 
by having first call on the accommodation and by the inclu- 
sion of adequate representation of ex-Service interests on 
the management committees. 





849 


Postgraduate Psychiatric Nursing 
A NEW TRAINING COURSE 


SYCHIATRIC nursing is coming to play an increasing 

part in the equipment of the nurse; not only is mental 

nursing becoming a greatly more hopeful and even exciting 
branch of the healing art, but also in the general field the 
nurse should have as full an understanding of the mind as of 
the body. 

It is of interest, therefore, that an 18 months’ com- 
bined course of training has been approved at the Atkinson 
Morley’s Hospital, Wimbledon, and Horton Hospital, 
Epsom, to prepare for the Final State examination in mental 
nursing, the combined course being open to State-registered 
nurses on the General part of the Register. Students enter 
Atkinson Morley’s Hospital, which is a branch hospital of St. 
George’s Hospital, S.W.1, and has 150 beds. There are three 
wards in the psychiatric department—two 22-bedded wards 
and a small insulin coma therapy ward of six beds—and 
350-370 acute patients are admitted annually. After 36 
weeks students transfer to Horton Hospital—a large hospital 
of 1,000 beds offering a wide variety and experience in 
psychiatric nursing complementary to that available at 
Atkinson Morley’s Hospital. 

Both hospitals are situated in attractive surroundings 
and have good recreational facilities. During the first part 
of the course, students may be non-resident or may live in 
one of the delightful nurses’ homes nearby. Both here and 
at the Horton Hospital the residential quarters are comfort- 
able; there are no restrictions in respect of late leave for post- 
certificate students, and friends and relatives are welcome 
visitors to the nurses’ homes, as are also any prospective 
students who would care to visit both hospitals and nurses’ 
residences. Sister tutors are available for consultation by 
appointment, and any inquiries should be addressed to the 
matron, St. George’s Hospital, S.W.1. 


A Wide Syllabus 


At Atkinson Morley’s Hospital, the clinical arrangement 
and training includes: Introduction—general observation of 
patients; admission, treatment, case assignment. Occupa- 
tional Therapy—instruction and practical experience. Out- 
patients—discussions on the work of the psychologist, 
psychiatric social worker and child guidance clinics and 
attendance at selected interviews and outpatient clinics. 
Insulin Coma Therapy—its administration; general super- 
vision and nursing care of patients undergoing treatment. 
Other physical and psychological methods of treatment 
include instruction in administration of continuous narcosis, 
narco-analysis, ether, CO,, and other abreactions, modified 
insulin therapy, electro-convulsion therapy with and without 
relaxants, care of patients before and after leucotomy; 
physical training instruction. 

Throughout the first part of the training, nurses assist 
generally with social and occupational rehabilitation of all 
types of patients. Visits are arranged to the neurological 
theatre and_ electro-encephalographic department at 
Atkinson Morley’s, as well as to an industrial rehabilitation 
centre and electro-narcosis units at other hospitals. 

Training at the Horton Hospital covers: Admission 
ward—with the exception of acutely disturbed and senile 
psychiatric cases, all forms of early psychoses and neuroses, 
certified and voluntary, are initially investigated, providing a 
comprehensive training in the reception and investigation of 
new cases. Geriatric ward—cases include the physical and 
psychiatric disabilities associated with old age and pre-senility. 
and the care and supervision of chronic deteriorated patients. 
Acutely Disturbed Patients. Epileptic Patients—the organ- 
ization of their routine care and control, also experience in 
the therapeutic control of epilepsy. Chronic Working 
Patients—training in care and supervision of well-behaved 
institutionalized type of patients and their engagement in 
the utility services of the hospital. Neuvosyphilis—unique 
experience in the treatment of neurosyphilis, incorporating 
the nursing care associated with malarial fever. 








Educational 
Fund 
Appeal 


ULTURAL treasure trove 
¢ from heroes, poets, 
painters and kings today 
graces the unique exhibition— 
Three Famous Cousins—organ- 
ized by the Scottish Appeal 
Council in aid of the Royal 
College of Nursing Educational 
Fund Appeal. The opening ceremony by the Earl of Craw- 
ford and Balcarres on August 7, took place on an auspiciously 
sunny day. As visitors passed into Boswell’s Court, the 
quaint old house where the exhibition is appropriately 
housed, they found it a mass of beautiful flowers kindly 
supplied by the Edinburgh City authorities. Made possible 
largely through the generosity of Lord and Lady Elgin, the 
exhibits tell the stories of three famous 18th-century Scots: 
James Boswell, biographer of Dr. Johnson; James Bruce, 
first British explorer of Abyssinia, and Thomas Bruce, 7th 
Earl of Elgin, collector of the incomparable Elgin Marbles. 
The exhibition will remain open unti] September 12, and will 
be one of the attractions cf the Edinburgh Festival; its 
situation on Castle Hill will make it convenient for the many 
visitors to the Castle to drop in and examine its treasures, 
The priceless exhibits are varied and colourful. 
Ambassadorial plate given by George III, Greek sculpture, 
a first edition of the Life of Johnson loaned by Her Majesty 
the Queen from the Royal Collection, Windsor, and Ramsay’s 
delightful portrait of Margaret Whyte, wife of the fifth Earl 
of Elgin, are among the highlights. The prize for the most 
grisly object in this ‘ most delightful and original exhibition 
for many years’ must surely be awarded to the resplendent 
scarlet and yellow feather cloak formerly owned by the 
Sandwich Islands chief who murdered Captain Cook, friend 
of James Bruce. 


Presentation Ceremony 


A delightful ceremony took place at the Royal Northern 
Hospital, London, when a cheque for £500 was presented to 
Lady Heald for the Educational Fund Appeal, on behalf of 
the Northern Group Hospital Management Committee of the 
North West Metropolitan Regional Hospital Board. Chosen 
to present the cheque was MisS N. K. Bowman, staff nurse, 
who had received a prize for medical nursing from the 
Duchess of Gloucester at the hospital prizegiving last 
November. Also present were Mrs. A. A. Woodman, M.B.E., 
Chairman of the College Council, Dame Louisa Wilkinson, 
R.R.C., and Mrs. E. O. Jackson, formerly of the Council of 
the College, and Miss F. G. Goodall, C.B.E., General Secretary ; 
Miss G. Darvill, matron of the Royal Northern Hospital, and 
hostess for the occasion, and the matrons of the other 
hospitals in the Group. 

The gathering included members of the management 
committee and Mr. F. Corbet, J.P., its chairman, genially 
presided. Mrs. Jackson spoke briefly on behalf of the man- 
agement committee of which she is a member, and Lady 
Heald, on behalf of the Educational Fund Appeal and of 
the President, Countess Mountbatten, thanked the Committee 
“most sincerely and deeply for their generous cheque.” 
Modern scientific developments in all fields, she said, and 
not least in medicine—and in nursing which must keep pace 





The Earl of Elgin, with his daughter, Lady Jane Wemyss, 
looking at a famous ancestor’s portrait, the 5th Earl of Elgin, at agement Committee had shown 


the Exhibition— Three Famous Cousins—in Edinburgh. 
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President : 

The Countess Mountbatten 
of Burma, 

C.1., G.B.E., D.C.V.O. 


Appeal Council : 
Chairman—Lady Heald 
Secretary— 

Mrs. C. M. Stocken, S.R.N. 


with advances in medicine— 
made it essential to think and 
plan for the future, and she felt 
that the Northern Group Man- 


foresight and wisdom in realizing 
the importance which the educational work for the nursing 
profession would have in the future. 


Coronation Fete 


The members of St. Thomas’ Hospital Unit of the Stu- 
dent Nurses’ Association organized a most successful Corona- 
tion féte with the object of raising £100 for the Educational 
Fund Appeal. The project was kindly sponsored throughout 
by the matron, Miss M. J. Smyth. As a result of combined 
effort, and an appeal by the Countess of Limerick, D.B.E., 
Vice-Chairman of the British Red Cross Society, who opened 
the féte, a cheque for £225 has been sent to the Fund. 

The gardens of the Manor House, Godalming—the 
preliminary training school of the Nightingale School— 
were gay with flags and bunting. Among the decorated stalls 
were food and produce, handicrafts, home-made sweets 
and the sisters’ stall of antiques accounted for over {30 of the 
proceeds. Many original sideshows organized and planned by 
students of the medical school proved a great attraction and 
source of revenue. Donkey rides for the children were 
provided by Sally, the local tinker’s donkey, and a small, 
be-ribboned pet pig belonging to one of the nurses was 
taken for walks by the very young. 

Some 450 guests included friends, neighbours, nurses 
and medical students. Business was brisk. Prizes included 
two ginger kittens, Hillary and Tensing, born on Coronation 
Day, escorted round by members of the Dramatic Clubin 
Elizabethan costume. Visitors guessed the weight of a cake 


Miss Bowman, staff nurse at the Royal Northern Hospital, hands 

Lady Heald a cheque for £500 a donation from the Northern Group 

Hospital Management Committee to the Educational Fund Appeal. 
Right, Miss Darvill, matron. 
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made and iced to represent the Crown by a pupil midwife. 
Home-made teas were prepared and served by a sister 
at the preliminary training school and a team of helpers. 
The Hospital Reel Club gave a display of reels, and an exhibi- 
tion tennis match was played by nurses competing for the 
Nursing Times Inter-Hospital Cup. The judge from the 
Constance Spry School, awarded the first prize in the flower 
arranging competition to the Arthur Stanley ward. 
[A list of further donations next week.] 








THE PAGEANT OF NURSING 
Royal Festival Hall, October 6-7, 1953 
Lady Churchill has kindly promised to attend on:October 6. 
Sir Malcolm Sargent is musical adviser, Michael Barsley, of the 
B.B.C., has written the script, and John Snagge will be the 
narrator. Applications for tickets can now be made to the 
Appeal Secretary, Royal College of Nursing, Cavendish Square, 
London, W.1. Tickets from 7s. 6d.—2 guineas. 
Further details next week. 











Nurses and Midwives Whitley Council: AMENDMENTS 


the Nurses and Midwives Whitley Council relating to the 
following matters: 
Part 1. Amplification of and/or amendments to I. N.M.C, Circular 
No. 30; II. N.M.C. Circular No. 26; III. N.M.C. Circular No. 3, 
Section A; IV. N.M.C. Circular No. 19, Part B. 
Part 2. Salaries of Staff of Mother and Baby Homes. 


PART 1 


I, Amplification and amendment of N.M.C. Circular No. 30. 
(1) At head of circular include a general title: Increases in 

Salary Scales, Allowances and Charges for Board Lodging, etc., 

applicable to Nursing Staffs. 

(2) Paragraph 5—Charge to non-resident staff. Where meals on 
duty are not taken, the charge for the use and laundering of 
uniform only should continue to be £5. 

(3) Additional allowances to which certain staff are entitled. 
Provisions of Whitley Council circulars in operation immediately 
before the issue of N.M.C. Circular No. 30 entitling staff in certain 
circumstances to allowances additional to basic salary are unaffec- 
ted by the agreement and remain in force. 

(4) Section IIB of the Appendix—Special salary scales for 
Fever Hospitals and Sanatoria. Nursing grades in fever hospitals 
and sanatoria, other than those specifically mentioned in this 
Section, are subject to the salary scales applicable in general 
hospitals (Section IIA of the Appendix). 

(5) Children’s Hospitals and Chronic Sick Hospitals. Staff and 
students in these hospitals should be paid in accordance with the 
salary scales applicable in general hospitals (Section IIA of the 
Appendix). 

(6) Amendments to the Appendix 
Section Ia, Page 4, Column 1—After BG(48)62 add ‘SRB(48)25’. 
Section Ia, Page 4, Line 9— After Male Pupils delete ‘or 

probationers’. 

Section Ia, Page 5, Column 2—Pupil Midwife (i) and (ii). After 
S.R.N. or R.S.C.N. add ‘(in Scotland R.G.N., R.S.C.N., or 
R.F.N.)’. 

Section In, Page 5, Column 1—After BG(48)73 add ‘SRB(48)32’. 

Section IIE, Page 17, Column 2—Staff Midwife and Midwifery 
Sister. After SRN in both cases add ‘(RGN in Scotland)’. 

Section III, Page 24, Column 2—After ‘Senior Tuberculosis 
Visitor’ insert a comma, followed by ‘Centre Superintendent 
and delete entry ‘Centre Superintendent’ immediately below. 

Section IVs, Page 31, Colurnn 2—Before 85+ insert ‘Matrons and 
Deputy Matrons’. Column 3—First entry to read ‘Appropriate 
scale for 50-84 places + £20’. 

Section IVs, Page 33, Line 6—Nursery Assistant aged 19 years 
and over, Salary Scale £255—£335. Increments should read 
‘£10 (8)’. 

At the end of Section IV add—‘Note. In Section IV S.R.N. should 
be read as R.G.N. in Scotland’. 


II. The following paragraph contains certain amendments to 

N.M.C. Circular No. 26 issued to local authorities. 

Page 1, Paragraph 2, Lines 2 and 3—after ‘resident’ insert ‘and 
non-resident’. 

Appendix, Page 2—Note 5, Nursery Assistants and Nursery 
Students, Line 4, insert ‘normally’ after ‘not’. 

“Appendix, Page 2—Line 7 of Note 5 to be deleted. 

Appendix, Page 3—Column 1—opposite ‘85’ in column 2—insert 
‘Matrons and Deputy Matrons’. 

Appendix, Page 3—Column 2, For ‘85’ read ‘85 and over’. 

Appendix, Page 3—Column 3, Line 2—after. ‘appropriate scale’ 
insert ‘for 50-84 places’. 5 

Appendix, Page 3—After ‘ Notes’ at foot of page insert: 
‘1. S.R.N. should be read as R.G.N. in Scotland. 
2. Nurse in charge of a Residential Nursery with accommodation 
for fewer than 15 children. 
A general State-registered nurse, registered sick children’s 
nurse, State-registered fever nurse, or certificated nursery nurse 
employed as nurse-in-charge of a nursery with fewer than 15 

children should be paid her appropriate salary as a staff nurse or 


N -M.C. Circular No. 33 notifies the agreements reached by 


staff nursery nurse according to qualification, plus an allowance 
of £20 in the case of a staff nurse, or £15 in the case of a staff 
nursery nurse. 

3. Nursery Assistantsand Nursery Students. See Part A Note 5. 
4, In determining the salary scales for staff in day and residential 
nurseries the Council has taken account of the conditions of 
employment generally in the two types of nursery.’ 


III. Payment of Part-time Staff in General Hospitals. 

N.M.C. Circular No. 3, Section A. Paragraph 2. Add: ‘Nurses 
regularly employed for not more than 40 hours per week but 
required to work for a few hours in excess of 40 should continue to 
be paid on a sessional basis for all hours worked’. Paragraph 3. 
add: ‘A nurse regularly employed more than 40 hours a week but 
occasionally working less than 40 should continue to be paid on 
the pro rata basis throughout’. 


IV. N.M.C. Circular No. 19, Part B. 
Add to paragraph 11 the words ‘or is a health visitor or tuber- 
culosis visitor similarly employed at a tuberculosis or chest clinic’. 


PART 2 


Salaries of Staff of Mother and Baby Homes 

1. This Part deals with the salary scales for nursing and mid- 
wifery staff employed in mother and baby homes where accom- 
modation and care are provided for mothers before and after 
confinement, or after confinement only, and where they may 
remain with their babies for several months. 

2. The Nurses and Midwives Council has agreed that the staff 
employed in such homes should be paid in accordance with the 
salary scales agreed from time to time in comparable grades in 
hospitals or (where nursery nurses are employed) in residential 
nurseries. This agreement supersedes, but maintains the principle 
of the recommendations contained in Section D of Part II of 
Nurses S.C. Notes No. 15 and Part IV of Midwives S.C. Notes No. 
5. Accordingly the agreement has effect from February 1, 1949. 

3. The grades of staff normally employed in the homes and the 
corresponding grades in the hospitals or residential nurseries are 
contained in the Appendix together with appropriate references to 
relevant circulars previously issued by the Council. 

[Aucust, 5 1953.] 


APPENDIX 


(i) The Matron, if a midwife, shall normally receive the salary 
of a sister-in-charge of a maternity home with fewer than 10 beds. 
(Appendix to N.M.C. Circular No. 13. Section Ilz of Appendix to 
N.M.C. Circular No. 30.) 

Where, however, the matron’s responsibilities are considered to 
justify a higher salary either because the home is unusually large 
or for any other reason, the employing authority may, at their 
discretion, submit proposals for a higher salary scale to the Nurses 
and Midwives Council. 

If the Matron is not a midwife, but is a general State-registered 
nurse or a registered sick children’s nurse she shall be paid as a 
departmental sister in a general hospital. (Appendix to N.M.C. 
Circular No. 8, Section IIa of Appendix to N.M.C. Circular No. 30.) 

(ii) General State-vregistered nurses ov vegistered sick children’s 
nurses Shall be paid as ward sisters or staff nurses according to their 
responsibilities. Their precise grading is a matter to be determined 
by the employing authority. (Appendix to N.M.C. Circular No. 
1, Section IIa of Appendix to N.M.C. Circular No. 30.) 

(iii) State-certified midwives shall be paid as midwifery sisters or 
staff midwives according to their responsibilities. Their precise 
grading is a matter to be determined by the employing authority. 
(Part B of Appendix to N.M.C. Circular No. 4, Section Ile of 
Appendix to N.M.C. No. 30.) 

(iv) Enrolled assistant nurses shall be paid the appropriate salary 
for the grade. (Appendix to N.M.C. Circular No. 1, Section IIa of 
Appendix to N.M.C. Circular No. 30.) 

(v) Nursery nurses shall be paid as the comparable grade of 
nursery nurse in residential nurseries. (Part B of Appendix to 
N.M.C. Circular No. 26, Section IVB of Appendix to N.M.C. 
Circular No. 30.) 








Nursing Acute Poliomyelitis 


There is a shortage in many parts of the 
country of fully trained nurses who are 
available to treat acute poliomyelitis and 
especially the difficult iron lung and bulbar 
cases. The modern treatment of these 
cases requires fully trained nurses with 
special experience of the disease, and there 
is no doubt that nurses specially trained can 
save many lives which would otherwise be 
lost. May I use your columns to suggest to 
nurses that some who are available should 
offer their services now for a period of a 
few months to the Nursing Officers of 
Regional Hospital Boards to assist in 
nursing the cases now occurring. 

If there are any nurses available who 
wish to make a special study of nursing 
methods and new apparatus under inves- 
tigation by this department in the Oxford 
Region they should communicate with the 
undersigned. 

W. RitcHiE RusseE.i, C.B.E., M.D., 
F.R.C.P. 
Department of Neurology, 
The Radcliffe Infirmary, 
Oxford. 


Legal Responsibility and the Nurse 


In the editorial on the question of legal 
responsibility and the nurse in your issue 
dated June 27, the suggestion is made that 
the taking of a specimen of blood from a 
vein is a procedure outside the nurse’s 
professional scope. The argument adduced 
for the suggestion does not appear to us 
to be valid, particularly when it is recalled 
that nurses who take Part II of the C.M.B. 
examination are required to be able to 
take blood from a vein and must practise 
venupuncture as part of their duties. It 
would be an extraordinary anomaly were 
the State-registered nurse forbidden to do 
likewise and any person holding both 
certificates might presumably be in danger 
of becoming schizophrenic. Your comment 
that no one would wish the sister to be 
unable to carry out such a task in an 
emergency surely argues that it is well 
that she should be trained and practised 
in the procedure before the emergency 
should arise. 

The rhetorical question ‘taust the nurse 
act as a relief to the busy house officer’ 
is best answered by considering the magni- 
tude of the work entailed as instanced by 
the annual number of pathological speci- 
mens taken in the Leeds Infirmary which 
rose from 15,000 in 1938 to 51,000 in 
1950. Such a volume of work cannot be 
adequately covered by house officers and 
medical students in a teaching hospital, 
and the plight of the peripheral hospitals 
is very much worse because of the dearth 
of resident medical staff. 

It cannot be held that the trained nurse 
is not competent to carry out venu- 
puncture, because technicians are held to 
be fit to do it.after a fortnight’s training 
and they rarely have the advantage of a 
real acquaintance with aseptic ritual, such 
as nurses acquire during their work in 
surgical departments. In our own hospital 
there has never been any suggestion that 
the performance of venupuncture is irksome 
to the trained nurse but rather it is welcomed 
as a pleasant adjunct to the nursing routine. 
It seems to be rather a work of supereroga- 
tion for a sister to take a diploma of nursing 
merely to brandish a bedpan and yet be 


denied the privilege of using a needle, a 
right that a previously untrained technician 
can have after minimal tuition. 

Let it not be thought that we are unaware 
of the possibility of untoward complica- 
tions from venupuncture, but compared 
with the dangers of hypodermic and intra- 
muscular injections, such complications are 
remote and statistically need not be taken 
into account. Intramuscular abscesses and 
damage to peripheral nerves are common 
sequelae of the supposedly innocuous 
injections into the soft tissues, and yet 
the majority of such injections (even into 
infants) are given by newly-fledged student 
nurses. On the basis of the danger to the 
nurse of personal responsibility in law it 
may be presumed that any further abscesses 
complicating hypodermic injections will 
result in the interdiction of the giving of 
morphia by a nurse and, proceeding to a 
veductio ad absurdum, future bedsores will 
culminate in the refusal of nurses to nurse. 

The appreciation of the personal respon- 
sibility of the nurse as compatible with the 
dignity and competence of a profession 
must not be just an empty phrase but a 
reality which will enable the nurse to 


‘realize her true ancillary relationship to 


the doctor and so encourage her to continue 
to do the many activities and to give the 
ready assistance which, in a happier age, 
she volunteered ungrudgingly in a service 
that was originally vocational. It is rather 
sad to reflect that the hint of legal responsi- 
bility in the nurse can provoke measures 
rather suggestive of cold feet when the 
ever-present ethical responsibility has 
always been accepted without demur. 
HuGH GARLAND. 
J. M. P. Crark. 
General Infirmary at Leeds. 
[We wonder which of the many patholo- 
gical specimens it was @ nursing duty 
to obtain ?—Editor.] 


Living Out 


How interesting to read in the issue of 
August 15 the editorial and the report on 
the Ministry of Health’s circular about 
living out for nurses, and what good effects 
it could have on members of the nursing 
profession, as well as economic effects in 
reducing hospital expenditure. 

Living out does bring the nurse more in 
contact and in sympathy with other 
members of the community. It encourages 
her to develop other interests and hobbies, 
keeps her in touch with the economics of 
everyday life in regard to rent, laundry, 
and food and price fluctuations, and 
generally makes her a more valuable citizen. 

B. A. Race, M.T.D. 


Early Morning Waking 


Three years ago the Nursing Times ran 
a successful competition with prizes for 
the best essay on how to avoid waking 
ward patients too early, and the prize» 
winning essays were published. They 
proved that by certain ways of organization 
and well-planned schedules an early waken- 
ing was -not inevitable. It would be 
heartening if one knew that this helpful 
piece of work had brought a harvest of 
results since then. Perhaps some readers 
have evidence to that effect, but most of 
us have no means of measuring the results 
of reformative propaganda work. 

My impression is that a fair number of 
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London hospitals wake the patients 

as 6 a.m. or 6.30 a.m., ar that Bp 
smaller percentage of provincial hospitals 
have amended their ways. 

The Nuffield Provincial Hospitals Trust 
published its job analysis this year, The 
Work of Nurses im Hospital Wards. On 
page 92 it is shown that they found the 
washing round was from 4 a:m.—5 am 
and on page 96 the times at various hospitals 
are given as 4.15, 4.30, 4.45 and 5 am— 
none at a later hour. 

This year has also seen the welcome 
publication of the Ministry of Health 
Central Health Services Council’s valuable 
booklet The Reception and Welfare of 
In-Patients in Hospitals (H.M.S.O., 9d.) 
Paragraph 72 concludes ‘ We suggest that. 
whatever the routine followed, no patients 
apart from those receiving special treat- 
ment should have to be wakened before 
6 a.m.—and later if possible.’ This booklet 
was sent to all our hospital authorities for 
their consideration, but it is only advisory 
and as its suggestions are not compulsory, 
it would be most interesting to know how 
many are really carried out. I heard 
privately from a long-stay patient in a 
tuberculosis hospital that a few days after 
this circular arrived their washing hour 
was altered from 4.30 to 6 o'clock ! 

There is therefore some encouragement 
to all who have this cause at heart, but 
as yet no room for complacency, and old- 
fashioned hospitals which have refused to 
think again on this important matter should 
have the force of public opinion brought 
to bear upon them. 

OLIVE MatTrTuHeEws, 

[Copies of the booklet Hospital Improve. 
ments by Miss Olive Matthews are still 
available, price 1s. 6d., from the author, at 
17, Harrington Gardens, S.W.7.—Editor]} 


Association of Nurse Teachers.—A meet- 
ing will be held at Hillingdon Hospital, 
Uxbridge, on Saturday, September 5, at 
3 p.m. Miss F. Rowe will speak about the 
recent Congress in Brazil. We welcome all 
nurse teachers. A group leaves Langham 
Place, W.1, at 2 p.m. Please book seat. 
R.S.V.P. and items for the agenda to Miss 
Ballard, 42, Kenneth Gardens, Stanmore, 
Middlesex. 

Farnborough Hospital, Kent.—The nurses’ 
prizegiving will be held on September 4, 
at 3 p.m. All past trainees of the hospital 
will be welcome. 





Solution to A Patient’s Crossword No. 38 


Across: 3. Frost. 7. Domino. 8. Reel. 9. Ratio. 
10. Temple. 12. Wrap. 14, Tar. 15. Stimulate. 18. 
Monstrous. 21. Pie, 22. Vera. 23. Albert. 26. Bison. 
28. Soul. 29. Calico. 30. Eagle. 

Down: 1. Rome. 2. Limp. 3. Foresters. 4. Oat. 
5. Towel. 6. Tenant. 10. Totem. 11. Moron. 138. 
Ambulance. 16. Apple. 17. Evert. 19. Oregon. 20 
Stable. 24, Bull. 25. Rice. 27. Sag. 


Prizewinners 
First prize, 10s. 6d., to Miss E. J. Brill, 958, Bradford 
Road, Westgate Hill, Bradford, Yorks. Second prize, 
a book, to Mrs. C. U. Cole, 9, Dartmouth Court, Green- 
wich, S.E.10. 


Solution to Overseas Crossword No. 31 


Across: 1. Pickled onions, 8. Mannequin. 9. Exact. 
10. Homer. 11. Catty. 14. Rasher. 16. Samson. 18. 
Hood. 19. Lay. 21. Plug. 22. Pepper and salt. 

Down: 1. Passenger ship. 2. Companies. 3. Lunatic. 
4. Dread. 5, Naughty. 6. Ornaments. 7. Saturday 
~ ot 12. April. 13. Testy. 15.Had up. 17. Mopes. 


Prizewinners 
A book to Miss E. R. Marshall, Civil Hospital, Island of 
St. Helena, South Atlantic Ocean, and to Miss G. Swaby, 
3, a Road, Cross Roads, Kingston, Jamaica, 
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: Simplified 
Bandaging 


by BRUCE EDGE, S.R.N.; 

male charge nurse, Casualty 

Department, The General 
Infirmary at Leeds 


to try anew method of bandaging in the 

Casualty Department. This new method 
is the application of Tubegauz, seamless, 
tubular gauze, by means of special appli- 
cators: When demonstrated, it looked a 
good idea, speedy to apply and ‘stayed put’. 
Now, after six months’ trial, we are 
more than satisfied. Tubegauz is not in 
any way used to replace all bandages, 
but for the occasions on which it can be 
used it is certainly the method of choice. 

Before describing the material and some 
of its uses, it is necessary to say that we 
have found snags, but are gradually over- 
coming them as we become more expert. 
The main drawback is that such a lot of 
room is required to manipulate all the 
applicators and rolls of Tubegauz, not 
to mention the question of where to put 
the patient. This trouble has been got 
over by having two Tubegauz dispensers 
made, The larger (Fig. 1) was made in 
wood by the hospital joiners, and the 
smaller (Fig. 2) in tin, by Messrs. A. Battye 
Limited of Pudsey. The design of both 
these dispensers could be improved, but 
they are very satisfactory at the moment 
and make the application of Tubegauz very 
much easier. 

The material used for Tubegauz is a 
seamless, tubular gauze, made by the Scholl 


Gets six months ago, it was decided 


Fig. 1. 


The large wooden Tubegauz dispenser. 
find out how much Tubegauz was used for each bandage. 


The inch measure was an attempt to 
The smaller applicators are 


seen charged but still attached to the rolls. 


Manufacturing Company Limited and sup- 
plied in rolls of varying sizes. It stretches 
across its width and down its length, so 
that the girth can be varied by the amount 
of pull and twist during the application. 
Tubegauz is supplied in 25 yard rolls of 
different sizes, the sizes being matched. by 
different sized applicators. There are 10 
applicators in all, but we have discarded 
the two smallest sizes as we found them 
too difficult to handle. Tubegauz is used 
for the same purpose as an ordinary roller 
bandage, namely, for applying dressings, 
fixing splints and applying pressure. It 
can also be used for applying extension, 
as in a fractured femur. 


Method of Application 


The method of application is quite 
simple. The appropriate size of Tubegauz 
is fitted on to the correct applicator. The 
applicator should be large enough to go 


Fig. 2 (below). The smaller dispenser, for use in the casualty 


operating theatre. 


round all the corners, as on an ankle. It 
is not always necessary to cut a length 
from the roll before starting the applica- 
tion; with practice it becomes quite easy 
to do most of the, applications without 
cutting, and it is certainly much more 
economical. The Tubegauz is first fixed 
to the injured part so that it will not slip. 
This is very simple: slip the charged 
applicator over the part to be bandaged, 
hold the loose end down with one hand 
and withdraw the applicator with a twisting 
motion with the other; withdraw as far 
as necessary to cover the area, give the 
applicator a further twist, then push it 
in the opposite direction, still twisting so 
as to cover the area at the other end. As 
many layers as are required can be applied 
by just twisting the applicator up and 
down over the area. After completion, 
the Tubegauz can very easily be cut by 
means of the scissor groove at the end of 
the applicator. It can then be fastened 


Fig. 3, The finished finger bandage. The tapes are obtained by slitting 
the Tubegauz down the palmar side of the finger and passing it over the back of 
the hand; the width of the Tubegauz is then split again and tied as shown. 





Fig 4 (above left). 
scissor cut is being made. 


with adhesive tape. If, for any reason, the 
Tubegauz is applied slackly, the upper 
edge can be strapped to the skin by 
adhesive tape. 

In applying Tubegauz to a finger or toe, 
the action of application is the same but 
the result is that the bandage becomes a 
tight ‘stall’ which is much tidier and 
much more able to stand the wear and 
tear of daily life (Figs. 3 and 7). 


Head Bandaging 

By far the simplest method of bandaging 
a head is by using Tubegauz. No applicator 
is required. About a yard of Tubegauz 
is unrolled and cut. A piece of tape, string, 
cotton or bandage is tied round it about 
a third of the length along; the short 
length is then rolled from within, outwards, 
the long length is rolled from without, 
inwards. The short length is then placed 
on the crown of the head and unrolled 
(Fig 4) so that it forms a skull cap. The 
other length is now unrolled over the top 
of the first until it forms one cap on top 
of the other. A scissor cut is made through 
the roll of the top 
cap (Fig. 5) in the 
middle of the fore- 
head, and the ends 
thus obtained are 
fastened off under 
the chin (Fig. 6). 


Fig. 7. Applying 
a finger bandage, 
showing the method 
of sealing off the end 
to form a ‘ stall’. 
Note the operator’s 
right hand which 
keep a steady, even 
tension as _ the 
Tubegauzis applied. 


The start of the head bandage. 
free to unroll the Tubegauz to form a skull cap. Fig. 5 (centre). 


We use this method for any scalp dressing, 
dressings for carbuncles, etc. on the back 
of the neck, and bulky ear dressings. It 
may be possible to apply Tubegauz to 
almost any part, but at the moment we 
are confining ourselves to fingers, toes, 
limbs, heads and extensions, and are still 
using bandages on such things as web 
spaces, shoulders, groins, etc. 

Tubegauz is a little cheaper than bandage 
but is much more economical to use—there 
is almost no wastage. 

The reason for writing this description 
of Tubegauz and some of its uses is that 
so many demonstrations have been given 
to our many visitors, and they have been 
so interested, that it was thought many 
more people would like to know 
about it. 

[I am indebted to Mr. M. Ellis, F.R.C.S., 
the consultant surgeon in charge of the 
Casualty Department for his permission 
to publish this article, and for his encourage- 
ment; to Mr. Pegg of the Department of 
Photography for his photographs, and to 
Mr. Harrison, the ‘ patient’, who is ever 
ready to be used as a model. ]} 








In the actual application, the free end is allowed to hang down, leaving two hands 
The second cap has now been unrolled down over the first. 
The resultant ends are then tied underneath the chin, as in Fig. 6 (above right). 


The 


General Nursing Council 
for England and Wales 


Analysis of Examination 
Results, June 1953 


PRELIMINARY EXAMINATION 


Parts I and II together. First entries: 2,144; 
5.46% failed both parts; 19.5% failed Part 
I; 5.22% failed Part II. Re-entries: 102; 
21.57% failed both parts; 43.14% failed 
Part I; 6.86% failed Part ITI. 

Part I only. First entries: 3,135*; 20.83% 
failed. Re-entries: 767; 41.85% failed. 

* These figures include one candidate 
whose examination was invalidated as she 
did not comply with the conditions under 
which her entry had been accepted. 

Part II only. First entries: 1,896; 8.33% 
failed. Re-entries: 455; 14.29% failed. 


FINAL EXAMINATION 


General. First entries: 2,892. 9.16% failed 
(9.497). Re-entries: whole examination— 
93, 45.16% failed (44.76); part examination 
—298, 26.51% failed (17.99). 

Male. First entries: 215; 9.3% failed 
(11.01). Re-entries: whole examinaticn— 
13, 69.23% failed (12.50); part examination 
—16, 18.75% failed (11.11). 

Mental. First entries: 299; 15.38% failed 
(13.33). Re-entries: whole examination— 
37, 56.76% failed (66.67); part examination 
—20, 10% failed (20.69). 

Mental Defective. First entries: 63; 19.05% 
failed (23.53). Re-entries: whole examina- 
tion—25, 60% failed (80.95); part examina- 
tion—12, 25% failed (45.45). 

Sick Children. First entries: 169; 4.73 per 
cent. failed (11.95). Re-entries: whole 
examination—4, 75% failed (25); part 
examination—18, 16.67% failed (20). 

Fever. First entries 86, 10.47% failed 
(7.58). Re-entries: whole examination—1, 
none failed (-); part examination—2, none 
failed (66.67). 

+ Figures in brackets denote the percent- 
age of failures in the State examinations 
held in February 1953. 
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The manufacturers of 


Dtiek. FOL submit 


the following facts to your attention 


Wide mention in medical literature has made Dettol a text- 
book antiseptic. Wide clinical use has attested the efficiency of 
Dettol in literally millions of cases which range from minor 


accident to major operation. 


Dettol is an efficient antiseptic 
which, moreover, retains a high 
degree of efficiency in the presence 
of organic matter. 


Dettol is well tolerated on the skin 
and tissues in high concentrations. 
Moreover, its non-toxicity offers a 
high degree of safety to doctor, 
nurse and patient. 


The fact that Dettol is well tolera- 
ted by the tissues permits dilutions 
to be recommended for clinical 
purposes which provide a margin 
of safety even when a reasonable 
amount of organic material is 
present. 


Dettol is active against both 





Gram-positive and Gram-negative 
micro-organisms. Under standard 
conditions of test a dilution of 1 
in 200 kills Staph. aureus in 10 
minutes; a I in 500 dilution kills 
Strept. pyogenes in 10 minutes. 


Dettol is not incompatible with Compatibility 
soap, traces of which need not be 
removed before application. 


Dettol is mnon-poisonous, safe, Pleasantness 
pleasant and economical in use. 


It has an agreeable smell. 


Bacteriological data and the litera- Data 
ture of Dettol are available on 

request. Dettol is packed in 2 
and § gallon, Purchase-Tax-free 


Dispensing containers. 
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HERE and 


FAREWELL TO MISS COURTENAY 


A presentation and farewell party was 
given to Miss C. M. Courtenay on July 31 
at the group preliminary training school 
for the Dartford hospitals by her colleagues 
and past and present student nurses, on 
the occasion of her retirement. The present 
was a blue leather monogrammed case for 
toilet requisites and a bouquet of pink 
carnations and gladioli. 

Miss Courtenay came from Edinburgh 
nearly two years ago to open the new 
group preliminary training school as prin- 
cipal tutor. She is a trainee of Guy’s 
Hospital, has a teaching diploma from the 
University of London and has held many 
important posts both as a nurse teacher 
and a hospital administrator in Great 
Britain and overseas. During the 1939- 
1945 war, Miss Courtenay was a principal 
matron in the T.A.N.S. overseas. She 
is a longstanding active member of the 
Royal College of Nursing, at present chair- 
man of the Dartford Branch. She will be 
returning to Scotland later on where she 
has her cottage in the country. 


ROEHAMPTON AT HOME 


Patients and friends of Queen Mary’s 
Hospital, Roehampton, gathered on the 
occasion of the annual garden party and 
fete. The extent of official interest shown 
in the treatment and welfare of the disabled 
was demonstrated by the distinguished 
guests present who included the Minister of 
Health, Mr. Iain Macleod, and the Minister 
of Pensions, Mr. Heathcoat Amory. Mr. 
Macleod said that his Ministry would be 
proud to be associated with a hospital which 
had won for itself world-wide reputation 
and renown. 

The outstanding event of the patients’ 
and staff sports which followed was the 
parade of decorated wheel chairs, each item 
being contributed by an individual ward. 
The band of the Scots Guards played during 
the afternoon and there was an exhibition 
of occupational therapy work executed by 
patients. 


PLASTIC SURGERY NURSING 
COURSE 
A post-graduate course in the nursing of 
plastic surgery, burns and jaw injury 








THERE 


patients at St. Lawrence 
Hospital, Chepstow, Mon- 
mouthshire, is to be arranged. 
(See Supplement ii). 

St. Lawrence Hospital, 
situated in beautiful country 
at the entrance to the Wye | 
Valley, was during the war a 
military hospital, but nearly 
three years ago it was opened 
as a plastic surgery, burns 


Right: Miss C. M. Courtenay 
at the presentation and farewell 
party to mark her retirement. 





and jaw injuries centre for the Welsh 
Region. A considerable sum of money was 
spent in adapting the hospital to its present 
use. 

In the main, it serves industrial south 
and west Wales but, because it is the only 
centre of its kind in Wales, many cases 
are treated both from mid- and north Wales. 
A further 50 beds were opened later for 
the treatment of orthopaedic cases, especially 
those having a plastic surgery problem as 
well. Apart from the usual plastic surgery 
cases, traumatic surgery and its plastic 
surgery problems present themselves owing 
to the nature of the area served by the 
hospital. 

There are 32 beds for children, in 
addition to the inevitable number who 
occupy beds in the 
Burns Department. 
A television set has 
been received from 
the Western Mail and 
South Wales Echo ex- 
clusively for the use 
of the children. 

In addition to the 
usual departments of 
a hospital, there are 
very fine dental and 
photographic depart- 
ments. The hospital 
seeks to create a 
community spirit 
and much is done to 


At Queen Mary’s 
Hospital, Roehamp- 
ton, on the occasion of 
the annual garden 
party and féte. 
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Left: Miss S. K. Stewart, 
M.B.E., left, matron of Muse 
grave Park Hospital, Belfast, 
vecewes a vetivement present 
from Miss E. Davis, deputy 


matron. Miss M. Hannon, 
sister tutor, is in the centre, 
[by courtesy Belfast Telegraph} 


entertain the patients and 
staff. There is a first-class 
Red Cross library, and in the 
canteen a television set, the 
gift of the Gwent Hospitals 
Contributory Scheme. With- 
in the next few weeks it is 
intended to set up a large 
television projector in the 
concert hall for the use of 
staff. 

This projector is a gift 
from the Mineworkers’ Union 
to the hospital and staff asa 
record of the work done at 
the time of the explosion at Bedwas Colliery 
in October 1952. Regular film shows and 
concerts are a feature of the hospital life 
and a social club is responsible for dances 
and other activities. The hospital is well 
served for transport as it is on the main 
route to Newport, Cardiff, Gloucester and 
Cheltenham. 


CHARNWOOD FOREST 
CONVALESCENT HOME FOR 
CHILDREN 


The first open day since the inauguration 
of the Charnwood Forest Convalescent Home 
for Children, Woodhouse Eaves, near 
Loughborougl, over 50 years ago was heldon 
July 22. A large number of visitors, and 
many subscribers, were greeted by Miss 
J. G. Anderson, R.G.N., matron. 

The President, Mr. J. T. Brown, told the 
visitors that some modernization was about 
to commence, and plans were being prepared 
for a new wing for the accommodation of 
more patients and staff. The visitors then 
toured the home, seeing the bright, airy 
wards, the playroom, which is fitted with a 
blackboard on one wall, delighting the 
children, and a large screen for projector 
television. In the dining-room the children 
were seen at tea, presided over by sister, 
Miss G. Allen, S.R.N. Tea was served to 
the visitors in the grounds. 

This convalescent home was erected more 
than half a century ago, in lovely country 
and health-giving Charnwood Forest air, by 
the Rev. W. Henry Cooper in memory of 
his wife, a great lover of children. Con- 
valescence is provided for about 28 children 
from 3-10 years, who come from all parts of 
the country, and stay for varying lengths of 
time, the average being a month. 
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Education Department 


’ pROGRAMME AT BIRMINGHAM 
EDUCATION CENTRE 


Particulars are now available of the first 
me of courses at the new Education 
tre at Birmingham. Full time courses 
are: Ward Sisteys—a three-month course 
beginning early in January (fee 20 guineas, 
with a reduction of 4 guineas for College 
members of at least one year’s standing); 
Teachers of Assistant Nurses—a month’s 
eourse from October 12, intended for 
al trained State-registered nurses (fee 
=. 6d., with a reduction of 4 guineas for 
ge members). There are also one-week 
refresher courses for matrons and admin- 
istrative staff, for ward sisters and sister 
tutors, and it is of interest that the latter 
two groups will have one day’s study in 
common which it is hoped to devote to 
discussion of the content and teaching of 
the new syllabus of the General Nursing 
Council, under the guidance of Miss M. 
Houghton, M.B.E., Education Officer of the 
General Nursing Council, From November 
4-6, there'is to be a short course for public 
health and hospital staff particularly 
interested in tuberculosis. Series of evening 
lectures on General and Social Psychology 
and on Community Health and Welfare will 
also begin with the new term. Full partic 
ulars can be obtained from the Education 
Officer, Royal College of Nursing Education 
Centre, 162, Hagley Road, Edgbaston, 
Birmingham, 16. 
10). 


Branch Notices 


Brighton and Hove Branch,.—A garden 
and bring-and-buy sale will be held 
New Sussex Hospital on Saturday, 
Tetincbes 5, from 3—6 p.m. Details will 
be annouticed later. 

Bristol Branch.—Whist drives in aid of 
the Bristol Elderly Nurses Fund will be held 
in the Church Lads’ Brigade Hall, Upper 
Maudlin Street, ‘Bristol, on Tuesdays, 

8, October 6 and November 3. 
For details of conference see below. - 

Leicester Branch.—A general meeting will 
be held at the Royal Infirmary on Wednes- 
day, August 26, at 6 p.m., preceded by an 
executive committee meeting at 5.15 p.m. 

St. Helens Branch.—A coffee evening: 
and bring-and-buy stall will be held at the 
District Nurses’ Home, Dentons Green Lane, 
z Helens, on Wednesday, August 26, at 

p.m. 


Bristol Branch Conference 


A iene ig? to discuss Methods of 
Tncreasi Operation between Hospital 
end Lota inane Staffs will be held at 
the Dental Hospital, Lower Maudlin 
Street, Bristol, on September 1. All 
midwives, registered nurses, almoners, and 
physiotherapists are warmly invited. 

ll a.m. Chairman: Miss Farfor, chairman 
of the Branch. Speaker: Miss L. J. 
Ottley, S.R.N., S.C.M., Diploma in 
Nursing, University of London, President 
of the College. 


2p.m. Chairman: Miss Farfor. Speaker: 
Dr. R. H. Parry, M.D., D.P.H., Medical 
Officer of Healt ’ for Bristol. 


3 p.m. Discussion. 
Miss Farfor has kindly promised to 
Provide tea, etc., for those who bring packet 


(Telephone ater 





"Royal College of Nursing 


lunches, if names are sent to the hon. secre- 
tary, Miss C. R. Seth-Smith, 6, Kensington 
Place, Clifton, Bristol 8, by August 25. 

Special Study Leave. Ministry of Health 
Circular RHB_ (50)35 recognizes post- 
graduate study provided by professional 
organizations as suitable for granting 
special study leave, and members wishing 
to attend are advised to apply to their 
matrons or management committees for 
special leave. 


Bristol Study Day 


Applications for tickets for the Bristol 
Ward and Departmental Sisters Section 
study day should be sent to the secretary, 
Miss S. E. Makay, 501, Filton Avenue, 
Northville, Bristol, before August 25. (See 
Nursing Times, August 15, page 833, for 
details.) 


NURSES APPEAL COMMITTEE 
Nation’s Fund for Nurses 


At the present time holidays continue to 


‘be very much the topic of conversation. 


Many people are talking of sunny afternoons 
spent sitting by the sea, walks in lovely 


“woods, nice meals much enjoyed with no 


work todo in the preparation of them. As a 
thank-offering for your own happy activity, 
and the ability to hear and see many lovely 
things, please send a donation for those 
retired nurses who have not this privilege. 
We are deeply grateful for the donations 
listed below. 

Contributions for week ending August 15 





£s. d. 
Miss A. Smith. Towards a holiday r0-0 
Alder Hey Children’s Hospital. Monthly 
donation » an 
Alder Hey Children’s Hospital. ‘Coronation gift 6 00 
College Member 30195. Monthly donation .. 20 
_ K. L. Wheeler. Monthly donation es 
iss W. A. Johnson. Towards a holiday 220 
The pe Oldham me. ae ie « SOO 
E. H. H oe « 22 @ 
Miss N. K. Brown 3 5 0 
Miss L. E. Beaulah. Coronation gift as 1 0 
Royal West Sussex Hospital. Coronation gift OF ee 
Sheffield Branch. Coronation gift -- 1010 0 
Total £3010 6 
W. SPICER, 


Secretary, Nurses Appeal Committee, Royal 
College of Nursing, Henrietta Place 
Cavendish Square, London, W.1. 


Stoke-on-Trent Summer Fete 


A Coronation Summer Fete was held in 
the grounds of the North Staffordshire 
Royal Infirmary on June 25, in aid of the 
Stoke-on-Trent Branch funds. The opening 
ceremony was performed by Dr. Peter 
Edwards, M.B.E., Medical Superintendent 
of the Cheshire Joint Sanatorium (who is 
shown in the centre 
of the photograph 
with Miss Byrne, 
Chairman of _ the 
Stoke - on - Trent 
Branch, on his left.) 

The afternoon was 
beautifully sunny ex- 
cept for a sudden 
very heavy thunder- 


At the Coronation 

summer fete in aid of 

Stoke-on-Trent 
Branch funds. 


[By courtesy Staffordshire 
Sentinel Newspapers Ltd.] 
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storm. However, in spite of this the 
proceeds amounted to about £80. 


Ward Administration Report 


No further copies of the Report of an 
Investigation into Ward Administration and 
on the Instruction and Handling of Ward 
Siaff and Student Nurses, prepared by Miss 
E, Skellern, S.R.N., are obtainable as it is 
now out of print. 


Student Nurses’ Association 
SCOTLAND 


The annual rally of Scottish members of 
the Student Nurses’ Association will take 
place at the Western Infirmary, Glasgow, 
on Friday, September 11, at 9.45 a.m. 

The Speechmaking Contest for the Greig 
Cup has been arranged to take place in the 
Western Infirmary, Glasgow, on Friday, 
September 11, at 2.30 p.m. Notices have 
been sent to all hospitals which have 





Membership forms for the College 
may be obtained from the General 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, 
W.1, or local Branch Secretaries. 











Student Nurses’ Association Units. 

Competitors’ application forms should be 
returned to 44, Heriot Row, Edinburgh 3, 
by August 24. 


MIDLAND AREA 


The annual rally and speechmaking con- 
test is to take place in Sheffield on Tuesday, 
September 8, in the Lecture Hall of the 
School of Nursing, Clarke House, Clarke 
Drive, Sheffield 10, by kind invitation of 
the Board of Governors, and will commence 
at 2.30 p.m. 

The subject for the contest is: 

A vace preserves its vigour so long as it 
harbours a real contrast between what has 
been and what may be; and so long as it 
is nerved by the vigour to adventure beyond 
the safeties of the past. Without adveniure 
civilization is in full decav. 

During the morning students will be 
taking part in a varied programme. Some 
will be able to join in a bus tour to Haddon 
Hall, others will have an opportunity to 
see something of the craftsmanship which 
has made Sheffield world-famous, for a 
party (limited in number) have been invited 
to visit the works of Messrs. Walker and 
Hall, goldsmiths, silversmiths and cutlers. 
A third party, consisting of students who 
cannot arrive in Sheffield before 11 a.m., 
will have a short visit to the Graves Art 
Gallery, where they will be able to learn 
something of the history of bookbinding, 
and view a fine collection of Chinese 
ivories, and an exhibition of early water- 
colours from the collection of Thomas 
Girtin, Esq., Jnr. 












Nursing School News 


The Royal Liverpool Children’s Hospital 


RS. B. A. Bennett, O.B.E., Principal 
Nursing Officer, Ministry of Labour 
and National Service, presented awards at 
the prizegiving. The chair was taken by 
Miss A. D. Eills, chairman of the house 
committee, and the Lord Mayor of Liver- 
pool, Alderman W. Tristam, and the Lady 
Mayoress were among the many guests. 
The gold medallist was Miss M. Green- 
halgh, and Miss J. M. K. Brown was the 
winner of the silver medal. The Doris 
Eills prize was awarded to Miss D.. D. 
Bowen, and matron’s prize, based on ward 
reports, was presented to Miss G. J. Roberts. 


All Saints’ Hospital, Chatham 
N RS. H. M. Blair-Fish of the Royal 


College of Nursing gave an inspiring and 
encouraging address to the nurses when she 
distributed awards to the successful prize- 
winners. 

Miss P. E. Martin was the silver 
medallist and also the winner of a prize for 
consistently good ward reports. The bronze 
medal was presented to Miss D. Hibbitts, 
who also received the medicine prize. 


Watford and District Peace Memcrial 
Hospital 


ISS M. F. Carpenter, Director in the 
Education Department, Royal College 
of Nursing, presented the awards. Miss E. 
Saunders, matron, reported that 55 students 
had entered for training during the year 
which had marked the integration of the 


















Peace Memorial Hospital and the Shrodells 
Hospital as a combined training school. Miss 
Saunders welcomed the co-operation of the 
new technical college where the courses in 
dietetics and invalid cookery were now 
taken. 

Miss Carpenter said: “Most of you are 
sitting back with satisfaction, as you have 
reason to do, but you cannot sit, or look 
back for long, you must always look forward. 
You have chosen a profession which is one 
of devotion to public service, though if 
asked whether you had chosen nursing for 
this reason, perhaps none of you would 
admit it, even though you may possibly 
think so yourselves. Nursing is one 
of the most satisfying professions to belong 
to, and almost anything in the way of 
talent or attribute which the nurse possesses 
can be of use in her nursing career. A nurse 
should make as much 
as possible of life 
outside her own pro- 
fessional field.” 

The gold medal was 
awarded to Miss P. J. 


Right: at the North 
Staffordshire Royal 
Infirmary, where 
Lord Webb- Johnson 
presented the awards. 


[by courtesy the Stafford- 
shire Sentinel Newspapers 
Ltd.] 


Left: at the Royal 
Liverpool Children’s 
Hospital. In the 
group are the Lord 
and Lady Mayoress 
of Liverpool; Miss 
K. M. Sabin, matron; 
Mrs. B. A. Bennett, 
O.B.E. (right); Miss 
J. S. Meek, deputy 
matron, and Miss O. 
Edwards, principal 
sister tutor. 
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Smith, and the silver medal to Miss R. 


Burton. Miss D. R. Pennock won the prize 
for senior nursing and matron’s prize for 
practical work was won by Miss A. Morrison, 


North Staffordshire Royal Infirmary 
ORD Webb-Johnson. K.C.V.O., C.B.E, 
D.S.O., F.R.C.S., presented the awards to 

successful nurses, and later, in his address, 
urged the nurses to take pride in Britain’s 
role in the history of medicine, and to be 
proud also of their own hospital which had 
been served by many distinguished men, 
He recalled his own debt to the ward sisters. 
from whom, as a house surgeon, he had 
learned so much. 

The two gold medallists were Miss D, J, 
Kent and Miss B. Haynes, and Miss { 
Johannsen and Mr. H. Smith gained the 
silver medals, Miss B. Beeston and Miss 
M. Bradbury received prizes for the best 
second and first year nurses respectively, 
The Wilson Gill Memorial prize for the 
highest medical marks was awarded to Migs 
M. Vogelsang. 





Above: Miss P. J. Smith, winner of the 

gold medal, the Sir John Caulcutt prize 

for surgery and the medicine prize at the 

Watford and District Peace Memorial 
Hospital. 


Left: prizewinners and nurses who received 
their certificates at the Luton and Dunstable 
Hospital, with, left to right, front row, Miss 
D. M. Seddon, matron; Sir James Paterson 
Ross and Lady Paterson Ross, who pre- 
sented the awards, and Miss E. Hull, sister 
tutor. 
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ATURDAY, February 28, 1953, was an 

important day in the history of Ethiopia’s 
public health as the first eight nurses, 
trained under the auspices of the Ethiopian 
Red Cross Society, received their certificates 
after three and a half years training: 

At a delightful programme given in the 
Blattengueta Heruy Hall of the National 
Library, graciously attended by the Em- 
peror of Ethiopia, the nurses received their 
diplomas and the full visible signs of their 
profession, and the junior nursing students 
teceived their nursing caps. 

_H.I.H. the Crown Prince, the Honorary 
Chairman of the Ethiopian Red Cross 


Society, members of the Board of Directors 
of the Red Cross and a cross-section of 
distinguished guests were present repre- 
senting the ministerial, diplomatic, medical 
and health, educational, military and other 
fields. H.E. Ato Taffara Work, working 
chairman of the Ethiopian Red Cross 
Society, made the presentation speech to 
His Imperial Majesty. The nurses were 
called one by one and the Emperor awarded 
them their certificates, after which a Red 
Cross brooch was pinned on each of their 
capes by Madame Zennedou Gabrou, a 
member of the school board. 

In commending the nurses the Emperor 






Above: the Emperor of Ethiopia, and the 
Crown Prince, with the newly-qualified nurses. 
Left: His Imperial Majesty in the Hall of 
the National Library where the nurses received 
their certificates. 


said: ‘‘ We are happy to see our women, 
having qualified themselves by education, 
now beginning to help their people. In the 
medical field, we are anxiously waiting to 
see them take their place with their 
brothers.”’ 

The Red Cross School of Nursing has been 
managed by a board under the chairman- 
ship of the principal medical adviser of the 
Ministry of Public Health, Dr. Hylander. 
The director of the school has been Gunvor 
Hennig, the sister tutor, partly paid by the 
Swedish Red Cross, which has always been 
interested in the development of Red Cross 
work in Ethiopia. 

The school of nursing has been develop- 
ing very well during the past years. A new 
dormitory has been built, teaching and other 
equipment has been bought or received as 
gifts and a new course has started and is 
doing very well. The need for nurses in the 
country is enormous and the school of 
nursing Ought to admit new courses every 
year. The school, which has started and 
been maintained with gifts, will however 
face big financial difficulties in increasing 
the number of students and courses. The 
British Red Cross Society paid for the 
training of two of the nurses. 





Gogarburn Hospital, Corstophine, Edinburgh 

Miss JEAN McKinnon Dickson, R.M.N., 
RG.N., S.C.M., took up her duties on April 
16 as matron of 
this _ hospital 
where she had 
previously held 
the post of assis- 
tant matron and 
ftom which she 
was appointed 
matron of Shen- 
ley Hospital, St. 
Albans, Herts. 
Miss Dickson 
trained at Ban- 
gour Hospital, 
Broxburn, the 
Western Infirm- 
ary, Edinburgh, 
and the Royal 
Maternity Hospital, Rotten Row, Glasgow: 
She has been assistant matron at Stirling 
District Mental Hospital, Larbert, and at 
Bangour Hospital, Broxburn, where she was 
also sister tutor. 


Nottingham City Council 


Miss ANNE Harris, S.R.N., S.C.M., Q.N., 
H.V.Cert., took up her appointment as 
assistant superintendent on August 1. Miss 








APPOINTMENTS 


Harris trained at Hope Hospital, Salford, 
and took midwifery training (Part 1) at 
Walton Hospital, Liverpool, and (Part II) at 
Chesterfield Maternity Home, Derby; she 
took her Queen’s Nurse training at Ardwick, 
Manchester, training home, and her health 
visitor’s course at Bolton Technical College. 
Miss Harris became a staff nurse at Hope 
Hospital, was staff midwife at St. Mary’s 
Hospital, Manchester, and maternity ward 
sister at Cannock. She later served as a 
Queen’s Nurse in Manchester, and as a 
midwife under the Lancashire County 
Council. After being senior nurse and 
assistant superintendent, Ardwick Home, 
Manchester, Miss Harris was appointed to 
her present post. 


Downshire Hospital, Downpatrick, 
N. Ireland 

Miss BripGET ANN O’HarE, S.R.N., 
R.M.N., R.F.N., S.C.M., Housekeeping 
Cert., has been appointed matron. Miss 
O’Hare trained at the City Isolation, 
Hospital, Leicester; at the David Lewis 
Northern Hospital and the Smithdown Road 





Hospital, Liverpool; at the Royal Maternity 
Hospital, Belfast, the Crichton Royal 
Hospital, Dumfries, and the Royal Halifax 
Infirmary. Miss O’Hare served as ward 
sister and night sister at the Infectious 
Diseases Hospital, Carlisle; as depart- 
mental sister, Markfield Sanatorium, Leic- 
ester; as a housekeeping sister at the 
Crichton Royal Hospital, Dumfries, and as 
home sister at Downshire Hospital at 
which she is now appointed matron. 


The Norfolk and Norwich Hospital, 
Norwich 


Miss Marcery HALE, S.R.N., R.S.C.N., 
S.C.M., Diploma in Nursing, University of 
London, hgs been appointed principal 
tutor as from October 1953. Miss Hale 
took her training at the Queen Elizabeth 
Hospital for Children, London, E.2, and 
at The Middlesex Hospital, W.1. She 
has held an appointment as assistant sister 
tutor at The Middlesex Hospital, and has 
been ward sister at the Princess Elizabeth 
of York Hospital, Shadwell, London, E.1.; 
assistant tutor, Norfolk and Norwich; tutor- 
in-charge, Leicester Royal Infirmary; princi- 
pal tutor, the Queen Elizabeth Hospital 
for Children, London, E.2, and principa 
tutor, the Hitchin Hospitals. ' 











WESTERN REGIONAL HOSPITAL BOARD, SCOTLANI 


NURSING STAFF VACANCIES 


MATRONS: 


DEPUTY MATRONS: 


ASSISTANT MATRONS: 


SISTER TUTORS: 
(Qualified) 


SISTER TUTOR 
or MALE TUTOR: 


ASSISTANT SISTER 
TUTOR: 


MIDWIFERY SISTERS: 


STAFF MIDWIVES: 


NIGHT SISTERS: 


RELIEF NIGHT 
SISTER: 


THEATRE SISTERS: 


WARD SISTERS: 


BELLSDYKE Pg oo ge HOSPITAL, Larbert, Stirling- 
shire. 1,250 beds. Training School Qualified in 
Mental and " Gaeeet Nursing. Charge of Male and 
Female beds. N.M.C. Salary: £970—£1,150. Ap- 
plications not later than 12th September, 1953, to 
Physician Superintendent. 

DUNLOP HOUSE INSTITUTION, Dunlop, Ayrshire. 71 
beds. Mental Deficiency and Non Training School. 
Qualified in General and Mental Deficiency. Salary: 
£600 x £20—£685 per annum. Applications to be 
sent to Secretary of the Board of Management for 
— Mental Hospitals, Glengall Mental Hospital, 

yr. 


ARGYLL AND BUTE MENTAL HOSPITAL, Loch- 
Gilphead. 250 beds. Applications to Medical Super- 
intendent, 

DYKEBAR MENTAL HOSPITAL, Paisley. 

BIRKWOOD CERTIFIED INSTITUTION, Lesmahagow, 
Lanarkshire. 234 beds. Traiming School. Qualified 
in General and Mental or Mental Deficiency Nursing. 


DYKEBAR MENTAL HOSPITAL, Paisiey. 

HARTWOOD MENTAL HOSPITAL, Shetts, Lanarkshire. 
1,910 beds. Training School. Two vacancies. Quali- 
fied in General and Mental Nursing. 


WESTERN INFIRMARY, Glasgow, 
(Vacancies for two posts). 

GREENOCK ROYAL INFIRMARY and LARKFIELD 
HOSPITAL, 2 Duncan Street, Greenock, 222 beds. 
Training School. 


.WOODILEE MENTAL HOSPITAL, Lenzie, Nr. Glasgow. 
Qualified or unqualified. Resident or non-resident. 
A house is available for a married man. 


AYRSHIRE CENTRAL HOSPITAL, Irvine. Training 
School for Fever and T.A. Certificate—468 beds. Resi- 
dent or non-resident. Qualified. 


CRAIGARD MATERNITY HOSPITAL, Campbeltown, 
Argyl. 14 beds. S.R.N., S.C.M. Aged 85 to 45 
years. To take charge in Matron’s absence 


BOARD OF MANAGEMENT FOR PAISLEY AND DiS8- 
TRICT HOSPITALS. Maternity Unit. Apply to 
ewe Thornhill Maternity Hospital, Elderslie, Ren 
Tewshire. 


AYRSHIRE CENTRAL HOSPITAL, Irvine (see above). 
Maternity Section. 


BOARD OF MANAGEMENT FOR PAISLEY AND DIS- 
TRICT HOSPITAL. Maternity Unit. Apply 


W.1. 625 beds. 


to 

Matron, Thornhill Maternity Hospital, Elderslie, Ren- 
frewshire. 

OVERTOUN MATERNITY HOSPITAL, 
This is a conjoint Training School with Braeholm 
Maternity Hospital, Helensburgh, for Part I and Part 


Dumbarton. 


Il Training. Applications should be sent to the 
mee thoes, Overtoun Maternity Hospital, Dum- 
arton. 


ROBROYSTON HOSPITAL, Glasgow, E.1. 


THE VICTORIA’ INFIRMARY OF GLASGOW, Lang- 
side, Glasgow. 503 beds. Duties include relief Night 
Superintendent. 

LAW HOSPITAL, Carluke. 808 beds. §8.R.N., 8.C.M., 
for General Department, one of three. Must have 
held Ward Sister's post previously. 


ROBROYSTON HOSPITAL, Glasgow, E.1. 


FALKIRK AND DISTRICT ROYAL 
Major’s Loan, Falkirk. 226 beds. 


R.G.N. 


INFIRMARY, 
Immediate vacancy. 


STIRLING ROYAL INFIRMARY, Livilands, Stirling. 
258 beds. General Training School. Training School 
for Part I and Part II Midwifery. 

KILLEARN HOSPITAL, Killearn, Stirlingshire. 420 
beds. For Neuro-surgical Theatre. Experience in 
neurosurgery is preferred but is not essential. 


GARTNATRA 1.0. HOSPITAL, Bowmore, Islay. 14 
beds. R.G. R.F.N. Application to the Secretary, 
Board of Management for Campbeltown and District 
Hospitals, 63 Longrow, Campbeltown, Argyll. 

we HOSPITAL, Campbeltown, Argyll. 18 beds. 

GLASGOW OPHTHALMIC INSTITUTION, 126 West 
Regent Street, Glasgow, C.2. In charge of Wards. 
Ophthalmic experience essential. 

DYKEBAR MENTAL HOSPITAL, Paisley. 
qualified for small Admission Unit, with 
perience in modern forms of treatment. 

GLENAFTON HOSPITAL, New Cumnock, Ayrshire. 
(Temporary for three months). 

STIRLING ROYAL INFIRMARY (see above). Re- 
quired for Holiday Relief. 

CASTLE-DOUGLAS HOSPITAL, Kirkcudbrightshire. Al- 
ternate day and night duty. 

mgeoew exe mrinmany, 174 Berkeley Street, 

1 s. phthalmic Certificate pre- 
ferred, p Ophthalmic experience essential. 

ROBROYSTON HOSPITAL, Glasgow, E.1. 


Doubly 
recent ex- 


R.G.N. 





a WARD 


STAFF NURSES: 


THEATRE STAFF 
NURSES: 


STATE ENROLLED 
ASSISTANT NURSES: 


PUPIL MIDWIVES: 


AUXILIARY NURSES: 


STUDENT NURSES: 


PART-TIME NURSE: 


DYKEBAR MENTAL HOSPITAL, Paisley. 


Avene CENTRAL HOSPITAL, Irvine (see 
R.G.N., R.F.N., or T.A Certificate necessary, 
Staff Nurse for I.D. age for Theatre work in ¢ 
Unit. Must be R.G.N. Experience in chest 
an advantage. 

CLACKMANNAN 1.D. HOSPITAL, Alloa. 70 
Affiliated to Belvidere Hospital, Glasgow. 
Training. 

SOUTHERN CENERAL Pia tat ' 

1,100 staffed beds. Trsining School Rf 
non-resident. For alternate day and night 
Also Staff Nurses for Theatre duties. 

WOODILEE MENTAL HOSPITAL, Lenzie, Nr. 
Mental trained. 

GARTLOCH MENTAL HOSPITAL, Qartcosh, Nr, 
gow. Female. 

RICCARTSBAR MENTAL HOSPITAL, pe 
and Female. Application for Male Staff to be 
Chief Male Nurse. 

baa Ny — Campbeltown, Argyll 


aveenan areas HOSPITAL, Paisley. 

KAIMSHILL mpersrat, Kilmarnock. R.G.N. 
or T.A. Certificate. 

LAW HOSPITAL, Carluke. 808 beds 
General Department. Female. 

COUNTY HOSPITAL, Stonehouse, a 
beds. General Hospital. Training School. 
for Ophthalmic Department. Ophthalmic 
desirable but not essential, also Staff Ni 
Theatre, alternate day and night duty. ay 

ROBERTSON STEWART HOSPITAL, Ro “ 
With fever experience or qualifications D j 
not essential, prepared if required to nurse 
chronic sick 

BROADFIELD CERTIFIED INSTITUTION, Port 
gow. (Female). 

BALLOCHMYLE HOSPITAL, Mauchline. 388 
General for General Medical and Surgical Wi 

a TUBERCULOSIS HOSPITAL, 


FALKIRK 1.D. HOSPITAL, Slamannon Road, t 
99 beds. Full-time. T.A. Certificate preferred. 
— HOSPITAL, Kilmarnock. R.G 


CAMIS ESKAN SANATORIUM, By Helensburgh, | 
beds. Non-Training Hospital. 

STIRLING ROYAL INFIRMARY (see above). 
wifery, and Staff Nurses for General. 

RAVENSCRAIG MENTAL HOSPITAL, 


(Female). 
GLASGOW EYE Pye oggag 174 Berk 
Wanted for holi 


Glasgow, C.3. 3 beds. 
in August and Mae er. 

ROBROYSTON HOSPITAL, Glasgow, E.1. é 
Tuberculosis Course. R.G.N.: one year. OQ 
tificates. two years, 

ROBROYSTON HOSPITAL, Glasgow, E.1. Jent 
experience in Thoracic Surgery, Genito- Urinary 
Bone and Joint Surgery. 


AYRSHIRE CENTRAL HOSPITAL Irvine (see 
CLACKMANNAN 1[.D. HOSPITAL, Alloa (see 
FALKIRK 1.D. HOSPITAL (see above). 

CAMIS ESKAN SANATORIUM, By Helensburgh 


above). 
vere TUBERCULOSIS HOSPITAL, 
on. 


Ham 
STIRLING ROYAL INFIRMARY (see above). 
KIRKLANDSIDE HOSPITAL, Kilmarnock. 
BALLOCHMYLE HOSPITAL, Mauchline (see 


LENNOX CASTLE MATERNITY neon 
town, Near Glasgow. 160 beds. S.R.N. 
for Part I and Part II training. 
gm ae MANAGEMENT FOR PAISLEY AND 0 
RICT OSPITALS, Maternity Unit. 
Matron, Thornhill Maternity Hospital, Elders! 


wshire 
AYRSHIRE CENTRAL HOSPITAL, Irvine. 
School for Part Le Part E 
-N. or & 


rt and ist December. 
ove gang: i HOSPITAL, Nek 
Training School for Part I and Part II ti 
conjointly with Overtous Motte Hospital, n 

barton. Vacancies for Part I September and Decem 
ber ist. Vacancies for Part LI immediate. ic 
tion to Matron, Braeholm Maternity 
Helensburgh. 

ROBROYSTON HOSPITAL, Glasgow, E.1. C.M.B. 
tificate, Parts I and II. 


ag oh TUBERCULOSIS HOSPITAL, 
GLENAFTON HOSPITAL, New Cumn 
For two years’ training for the Broome 
tion Certificate. Salary first year: £230, less 
for board and lodging; £60 bonus on compl 


ROBROYSTON HOSPITAL, Glasgow, E.1. R.G.N.i 
or 36 hours weekly. 


Whitley Council salary scales and conditions of service will apply to the above appointments. Ri 
Applications, stating age, qualifications and experience, and names of two referees, to be sent to the Matron of the resped 


Hospital, unless oth 


erwise stated above. 


(1415) 
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